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THE TREATMENT OF REMITTENT AND 
INTERMITTENT FEVERS. 


By Seace Harris, M.D., 
Union Springs, Ala. 





In this symposium by Southern authors, 
on “The Treatment of Remittent and In- 
termittent Fevers,” I presume that we are 
expected to discuss the methods of treat- 
ing malaria that are actually employed in 
our every-day practice. I shall therefore 
give simply my personal experience in 
treating those conditions, and will con- 
sider the etiology, pathology, and symp- 
tomatology of the different forms of 
malaria only in so far as is necessary to 
outline their rational treatment. 
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In discussing the prophylactic treatment 
of malaria, I shall confine myself to indi- 
vidual prophylaxis, and will not mention 
the various methods of destroying the 
malaria-bearing (Anopheles) mosquitoes. 
If the individual can avoid being bitten by 
infected mosquitoes, he of course escapes 
the disease; and in localities infected with 
malaria it is advisable for every one to 
sleep under mosquito bars or in carefully 
screened houses from early spring until 
winter has well begun. The patient suf- 
fering from malaria in any form. should 
by all means be placed under a mosquito 
bar as soon as the diagnosis of malaria is 
suspected, and kept there until he is free 
from every symptom, in order to avoid 
infecting the mosquitoes already in the 
home. The physician should consider it 


rust as much a duty to instruct a family, 
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when one of its members is infected with 
malaria, regarding the methods to be em- 
ployed to prevent others from becoming 
infected, as he does when a member of a 
family has tuberculosis or typhoid fever. 
I am quite sure that the doctrine of the 
mosquito origin of malaria, which is be- 
coming accepted by the laity as well as by 
practically all progressive physicians, has 
been the means of lessening the prevalence 
of malarial diseases all over the civilized 
world. 

The value of quinine as a prophylactic 
in malaria is as great as when it is used 
for its specific effect after the disease has 
been contracted. From 3 to 5 grains 
(0.18 to 0.3 gramme) taken night and 
mornings will almost certainly give pro- 
tection from malaria. 

The Italians use as a prophylactic for 
malaria the fluid extract of lemon; and 
there is a prevalent idea among the laity 
in this section of the South that the juice 
of a lemon in a goblet of water, taken be- 
fore breakfast, will prevent malaria when 
one is in a locality where he is exposed to 
the infection. If there is any virtue at all 
in this method it is probably due to the 
tonic, laxative, and cholagogic effect of 
the lemon juice. My observation has been 
that the well nourished individual who is 
in perfect physical condition is but slightly 
susceptible to malaria, which seems to seek 
for its victims principally those who are 
weakened or prostrated from other causes ; 
hence it is advisable for every one in a 
malarial locality to employ a liberal diet, 
and to use other means of keeping his 
vitality and strength up to the highest nor- 
mal point. Since the person who has had 
malaria is peculiarly susceptible to recur- 
rences, it is advisable to give him prophy- 
lactic doses of quinine, with iron, arsenic, 
and other tonics, to build him up as rap- 
idly as possible. In some cases it is neces- 
sary for a change of climate before the 
patient’s health is completely restored. 

I am quite sure that all clinicians who 
have had much experience in treating in- 
termittent and remittent fevers will agree 
that quinine is our safest and most reliable 
antimalarial remedy, but I am convinced 
that it is one of the most abused drugs 
ever in use; and were it not in the great 
majority of cases a harmless agent, untold 
damage would result from the indiscrim- 
inate and haphazard use of quinine by the 
laity, and even by the medical profession, 





in the South. There are many persons, 
however, who do not tolerate quinine well, 
and there are certain conditions, as in 
typhoid fever and tuberculosis, where 
quinine deranges the stomach, thereby in- 
terfering with nutrition, and also increases 
or intensifies the nervous manifestations 
of those diseases; so that, unless the 
malarial organisms have been seen in the 
blood, I do not think we are justified in 
following the plan employed by many 
physicians in fevers of uncertain origin— 
i.€., giving heroic doses of quinine for 
days, or even weeks, to exclude or assert 
the diagnosis of malaria. If the adminis- 
tration of quinine in antimalarial doses 
for forty-eight hours does not materially 
affect the fever in the great majority of 
cases, it is due to other causes than ma- 
laria; though there are occasional cases, 
one of which I will report later in this 
article, where quinine alone, even if ad- 
ministered for weeks continuously, will 
not destroy the plasmodium. 

The microscope is almost indispensable 
for the rational treatment of many cases 
of malarial fevers—certainly to those who 
are accustomed to frequently rely upon 
the microscopic examination of the blood 
for demonstration of the malarial para- 
sites before administering quinine even in 
small doses. In infected localities, how- 
ever, the diagnosis of the tertian and quar- 
tan (intermittent) forms of malaria can 
be made practically with certainty at the 
bedside, from the symptoms alone, and the 
treatment begun at once; but in the atypi- 
cal forms of those types, and in estivo- 
autumnal infection (remittent fever), the 
diagnosis is often a matter of conjecture 
without examination of the blood. In the 
severe forms of either intermittent or re- 
mittent fevers, even if the diagnosis is not 
absolutely certain, the quinine should be 
administered at once without waiting for 
microscopical test, because a delay in those 
cases may prove fatal, and we cannot 
afford to subject our patients to the risk 
of such delay, even for the sake of scien- 
tific exactness. 

I am aware of the fact that some of the 
best authorities on malaria argue that the 
best time to get the specific effect of qui- 
nine in the tertian, quartan, and other 
intermittent forms of malaria is at the 
close of the paroxysm, when the vitality 
of the protozoa is said to be least, and just 
before the paroxysm, when sporulation 














takes place. I have tried to follow this 
practice, but in some way I would be mis- 
taken as to the time when those phases in 
the life cycle of the hematozoa take place, 
and there would be a recurrence; so I 
adopted the plan of giving the quinine in 
doses of from 3 to 5 grains (0.18 to 0.3 
gramme) every three or four hours, as 
soon as I make the diagnosis of malaria; 
and whether the fever is low or high, 
give the quinine until the fever subsides, 
continuing it for a few hours after the 
expected paroxysm—and my results have 
been much more satisfactory. If I am 
called in during the cold stage (chill), or 
while the fever is at its height, and the 
nervous symptoms—.e., headache, back- 
ache, etc.—are severe, I sometimes admin- 
ister a sedative hypodermically, morphine 
% to 4% grain (0.008 to 0.015), with 
atrophine sulphate 1/150 grain (0.0004), 
but give the quinine at the same time. It 
is to be remembered that when quinine is 
given by the mouth it requires several 
hours to get its full effects, and it does not 
therefore add to the discomfort of the 
patient, as some claim, to give the quinine 
during the stage of pyrexia. If there is 
constipation I give a purgative, preferably 
calomel, 3 to 8 grains (0.18 to 0.5), com- 
bined with bicarbonate of sodium, podo- 
phyllin, and extract of hyoscyamus: Some 
physicians in this section always give an 
initial calomel purge before beginning the 
quinine, but I have not found it necessary 
except in cases where there is constipation, 
coated tongue, etc., though I believe that 
it is always advisable to keep the bowels 
and kidneys performing their eliminative 
functions, as the intestinal toxemia, which 
is coincidental with the other manifesta- 
tions of the malarial explosion, unques- 
tionably adds to the severity of the symp- 
toms, and for that reason I usually com- 
bine with the quinine, salol 3 to 5 grains 
(0.18 to 0.3). I have also used with ex- 
cellent success saloquinine, a new salt of 
quinine, which is chemically defined as 
the salicylic-acid ester of quinine. I do 
not think that this latter preparation has 
any advantages over the combination of 
salol and quinine, except that it is nearly 
tasteless. The dose of saloquinine is from 
15 to 20 grains (1.0 to 1.2) every four 
hours, until the antimalarial effect is ob- 
tained. 


Because of the severé headache, back- 
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ache, and general discomfort which ac- 
company nearly all malarial fevers I fre- 
quently give a sedative, codeine sulphate 
% to % grain (0.016 to 0.03), with 
phenacetine, or ammonol, 2% to 4 grains 
(0.15 to 0.25). I desire it distinctly un- 
derstood that I do not give the latter drugs 
for their antipyretic effect, only as anal- 
gesics. 
During the stage of hyperpyrexia I 


have the patient sponged with cold or tepid 


water, and sometimes placed in a cool or 
even cold bath, because it makes him more 
comfortable. While I am not quite a be- 
liever in the theory that fever in malaria 
is a conservative process, an effort on the 
part of nature to oxidize the toxines of the 
disease, I am convinced that the fever, 
per se, in malarial diseases is never the 
cause of serious destructive changes, as 1S 
usually taught. As I view it, the fever is 
simply one of the resultant manifestations 
of the malarial toxemia, just as are the 
other symptoms, and while it is a good 
index, as a rule, to the degree of toxemia, 
it is really the latter that does the damage. 
I therefore do not think that we are ever 
jusified in administering cardiac depress- 
ants with the view of “reducing fever ;” 
and while I am a great believer'in the 
therapeutic effect of cold water in malarial 
and other fevers, I do not regard its anti- 
pyretic effect as being the one most de- 
sired. 

The following is a favorite formula, 
and one with which I have cured many 
cases of malaria, both the intermittent and 
remittent forms: 


RK Quinine sulphatis, or hydrochloratis, grs. 
xl vel 3j (2.5-4.0) ; 
Salolis, grs. xl vel 3j (2.5-4.0) ; 
Codeine sulph., grs. iij (0.18) ; 
Phenacetine, grs. xxx vel xl (2.0-2.5). 


M. Ft. in caps. No. xii. S.: One capsule every 
three or four hours. 


To insure solution of the capsule and 
quinine in the stomach, I sometimes fol- 
low each capsule with 10 minims of dilute 
hydrochloric acid. In cases where I desire 
a quicker effect, or where large capsules 
catinot be swallowed, I employ the Johns 
Hopkins Hospital method of giving the 
quinine in solution, though many people 
object very much to the taste of quinine, 
and physicians in general practice some- 
times have to consider the desires of their 
patients by giving medicines in as palata- 
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ble a form as possible. The following 
formula, having the quinine in solution, is 
not very unpalatable, and contains the 
aromatic stimulant and sedative as em- 
ployed by our surgeons in the Spanish- 
American war, and which cured many 
cases of the Cuban fevers where the quin- 
ine alone failed. 


R — sulphatis, grs. 1 vel Ixxx (3.12- 
0); 
Acidi hydrochlor. dil., f3jss vel ijss (5.62- 
Te cingieesls, iiies vel te (pap-tges) 
Tr. opii camph., £3ij vel iv (7.50-15.0) ; 
Syr. limonis, £3ij (59.20) ; 
Aquz, q. s. ad f§viij (236.0). 

M. S.: Tablespoonful every four hours. Take 

through a straw. 
With children I sometimes suspend the 
quinine in some of the aromatic syrups, 
as yerba santa, in a chocolate syrup, which 
disguises the taste of quinine to a great 
extent. If the syrups are objectionable 
because of a derangement of the stomach, 
I prescribe the bisulphate in solution, or 
saloquinine, which is nearly tasteless. 

In the remittent (estivo-autumnal) 
forms of malarial fever there is usually 
constipation, and unless the symptoms are 
grave I begin the treatment with small 
doses of calomel, % to 1 grain (0.016 to 
0.065) every hour until bowels have acted 
thoroughly. In some cases I follow this 
with a saline. I then begin the quinine in 
from 3 to 5 grains (0.18 to 0.32) every 
three or four hours, continuing it without 
regard to the height of the fever until the 
temperature is normal, when the intervals 
between doses are increased to six hours, 
after which the quinine is continued in 
tonic or prophylactic doses until there is 
no probability of a recurrence of the infec- 
tion. 

In the comatose, congestive, or other 
malignant types of malaria, it is some- 
times advisable to administer the quinine 
hypodermically. For this purpose I em- 
ploy a sterilized solution of the bisulphate 
or the hydrochlorate, though it is rare in 
my practice that I see the malignant types 
of malaria. 

Twenty-five years ago the so-called hem- 
orrhagic malarial fever, or malarial hema- 
turia, was one of the most frequent and 
fearful diseases in this county, but since 
then it has been gradually disappearing 
until it is one of the rarest diseases. -So 
far as I can learn there have been only two 
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or three cases in the county within the 
past eight years. I have had the good 
fortune to have seen only four cases, ail of 
which occurred nine years ago—during 
my first year of practice. All four of 
these cases had had large doses of quinine 
to cure an attack of “biliousness,” or to 
prevent an expected “chill.” In one of 
these cases, in which I was called to con- 
sult with a physician in the western part 
of the county, the patient’s urine had very 
nearly cleared up, but as he had sdme 
fever I insisted upon his having more 
quinine. The attending physician, who 
had considerable experience with “yellow 
disease,” as the natives call it, objected on 
the ground that the quinine would cause a 
recurrence of the bloody urine, but 
yielded to my suggestion, and the quinine 
was given. In six hours there was a re- 
turn of the hemoglobinuria, and more 
severe than the first paroxysm. The phy- 
sician continued to treat the case without 
quinine, and the patient made an uninter- 
rupted recovery. I have had so little ex- 
perience with this form of malaria—if it 
be of malarial origin—that I will not 
attempt to outline any treatment; but the 
four cases which I have had convinced me, 
not only that the quinine would do no 
good and is not indicated in the treatment 
of the disease, but that in the majority of 
cases, if not in all, the quinine is the excit- 
ing cause of the breaking down of the red 
blood-corpuscles, with the consequent 
hemoglobinuria. 

From the foregoing remarks it is clear 
that I consider quinine the drug par ex- 
cellence in the treatment of nearly all 
forms of malaria, but unfortunately I have 
to treat many people who have a marked 
idiosyncrasy for that agent. I have seen 
persons in whom even small doses of quin- 
ine would produce great discomfort and 
even alarming symptoms, such as severe 
tinnitus aurium, nausea and vomiting, 
urticaria, or even marked depression; in 
others small doses can be tolerated, but 
not in sufficient quantities to destroy the 
plasmodium. In such cases, where these 
unpleasant effects cannot be prevented by 
the use of the bromides, etc., we are com- 
pelled to use the more unsatisfactory and 
less certain substitutes for quinine. Of 
these I get the best results from methylene 
blue in two-grain doses (0.13) every three 
or four hours. I usually give it in cap- 

















sule with powdered nutmeg and small 
doses of codeine, which seems to pre- 
vent the strangury and nausea which 
sometimes follow the use of the methy- 
lene blue when given alone. I have 
used methylene blue in a large number of 
cases of malaria, and I know that it has 
marked antiperiodic powers, though it is 
not as certain in its effects as quinine. In 
those cases where the “untoward effects” 
of quinine are not so marked, but suff- 
ciently so to prevent its use in large 
enough doses to obtain its full antimalarial 
effect, I combine the methylene blue, grain 
i (0.065), with quinine sulphate, grains ij 
(0.13), with excellent results. In some 
cases, where the sulphate or hydrochlorate 
is not tolerated, the other alkaloids of cin- 
chona are well borne. I have seen a num- 
ber of persons who were always very un- 
pleasantly affected by quinine, but who 
could take some of the proprietary “chill 
tonics,” which are said to contain amor- 
phous quinine, in such doses as to get their 
antiperiodic effect. Salicin has some rep- 
utation as a substitute for quinine, and I 
have used it in a few cases, but to get the 
specific effect the doses have to be so large, 
15 to 30 grains (1.0 to 2.0), that in some 
cases it is not well tolerated by the stom- 
ach. Phenocoll hydrochloride, in daily 
doses of from 20 to 30 grains (1.5 to 2.0), 
is said to be another excellent substitute 
for quinine in the intermittent forms of 
malaria. 

One who has not made frequent micro- 
scopic examinations of the blood in ma- 
larial diseases can hardly realize the 
marked and even grave changes that take 
place in the blood in a very short time. 
The blood count and hemoglobin test do 
not tell half the tale of the destruction of 
the red blood cells—indeed, it is almost 
unnecessary to make these tests, as a 
glance at the irregular sizes and shapes of 
the erythrocytes (poikilocytes), as well as 
the fragments of the red blood cells, is 
sufficient indication to the busy practi- 
tioner that iron and arsenic are demanded. 

In some cases, particularly the chronic 
forms of remittent (estivo-autumnal) 
fevers, with enlarged spleen, etc., the 
quinine does not seem to have its specific 
effect until the anemia has been partially 
overcome. The following case, briefly 
related from memory, illustrates this 
point, as well as the fact that all continued 
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fevers that do not respond to the use of 
quinine in a few days are not typhoid: 

Girl, aged fourteen. Was brought from 
a neighboring county to me for treat- 
ment on June 21. History of having had 
fever for three or four weeks. Tempera- 
ture 102° F., pulse 120, very anemic, en- 
larged spleen, etc. Microscopic examina- 
tion of a fresh blood smear showed large 
numbers of hyaline, crescentic, and extra- 
corpuscular forms of the estivo-autumnal 
parasite. Apparently no leucocytosis, but 
the white blood cells were heavily pig- 
mented. Marked poikilocytosis, with 
many fragments of red blood cells, 
and other evidences of a severe hemo- 
cytolysis. Because of lack of time no 
blood count or hemoglobin test was 
made. Patient placed on full doses of 
quinine, iron, and arsenic. Fever contin- 
ued, but general condition of patient im- 
proved. ' Quinine discontinued on fifth 
day, but iron and arsenic were continued. 
On the seventh day another examination 
of the blood was made, which showed 
numbers of the parasites present, but there 
were less evidences of anemia. She was 
then given quinine in solution, 4 grains 
(0.25) every three or four hours for five 
days, and two days after the quinine was 
left off another examination of the blood 
was made, which demonstrated the pres- 
ence of a few parasites, but the blood-cor- 
puscles were more nearly normal. She 
was so much improved that she was car- 
ried to her home, but the quinine was con- 
tinued another week, and the arsenic and 
iron, with quinine in tonic and prophy- 
lactic doses, were continued for another 
month. She made a slow but certain re- 
covery, and a few weeks ago I learned that 
she was in fine health. 

For the treatment of the anemia follow- 
ing both the intermittent and remittent 
forms of malaria, the so-called “malarial 
cachexia,” the following formula has 
given me excellent results: 

BR Quinine sulph., 3jss (6.0) ; 

Ferri redacti, 3j (3.9); 
Ext. nucis vomice, grs. viij (0.52) ; 


Acidi arseniosi, gr. j (0.065) ; 
Ext. colocynth. comp., grs. x vel xv (0.65- 


0.97); BALA 
Podophyllini, grs. j vel iij (0.065-0.19). 
Mellis, q. s. 


M. Ft. in pilule No. Ix. 
each meal. 


S.: One pill after 


Many people have the idea that negroes 
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are but slightly susceptible to malaria, but 
I am convinced, for many reasons, at this 
time, that they are even more susceptible 
to malarial fevers than are the whites, and 
I think I can give statistics showing that 
I have-excellent grounds for such an opin- 
ion. Of course malaria is essentially the 
same disease in the negro as in the Cau- 
casian, but there are certain differences in 
its manifestations in the two races, that 
variations in treatment are often neces- 
sary. I had intended to discuss these dif- 
ferences in this article, but I fear that I 
have already taken up more than the space 
allotted to me; but in the near future I will 
prepare a paper entitled “Malaria in the 
Negro,” in which I will go into detail on 
that greatly neglected subject. 





THE TREATMENT OF INTERMITTENT 
AND REMITTENT FEVER. 





By WituiAm Krauss, M.D., 
Memphis, Tenn. 





The very first part of the treatment of 
any disease is prophylaxis. The prophy- 
laxis of malaria consists mainly in the 
avoidance of the bites of infected Ano- 
pheles, as with the exception of intraven- 
ous injections of malarial blood this is the 
only way malaria has ever been trans- 
mitted experimentally. The drinking of 
superficial well water and other alleged 
causes of malaria must be understood to 
be agents precipitating an attack in one 
already infected. Hence such measures as 
will preserve the highest state of physio- 
logical resistance are not to be neglected. 
Many persons tide over slight infection by 
taking “something for the liver.” Others 
will take occasional doses of some patent 
“chill tonic,” of which we have so many 
in this district. Whiskey and quinine, 
plenty of the former and very little of the 
latter, is a household remedy for the pre- 
vention and cure of the “chills.” The 
profession should be more energetic in dis- 
couraging such occasional and indifferent 
self-dosing. Small doses of quinine are 
of service in preventing infection where 
one expects to remain in a malarial dis- 
trict for a short time only. For perma- 
nent residents this is extremely impracti- 
cable and harmful; it immunizes the ma- 


larial organisms against our most potent 
remedy. If one lives in a screened house 
and remains indoors at night and away 
from shaded places in the daytime there 
is very little danger of infection. Most 
people forget to screen their fireplaces and 
wonder how mosquitoes get into the 
house. All entries should have double 
screened doors, and the housekeeper 
should see that intruders are driven 
out every morning. The mesh of the 
screens should be small, not less than six- 
teen to the linear inch. 

Treatment of Intermittent Fever.— 
Cases of intermittents do not as a rule 
come to us until they have had one or more 
paroxysms and have “tried” things that 
that arch-criminal, a friend, has recom- 
mended. The first thing to do is to order 
the patient to bed,- even in the interval. 
With a lecture or some diplomacy, ac- 
cording to whom you are dealing with, 
this can always be done. This, coupled 
with a milk diet, is half the treatment in 
simple cases. If sufficient time intervenes 
before the next expected paroxysm, it is 
my routine to prescribe the following: 


R Hydrargyri chloridi mitis, 0.3 (grs. v); 
Podophyllini, 0.02 (gr. %4); 
Extracti nucis vomice, 0.06 (gr. j) ; 
Aloini purificati, 0.02 (gr. 4%); 
Pulveris aromatici, 0.5 (grs. viij). 


Misce et fiant caps. gelatinos. No. iv. S.: One 
every two hours. 


This acts upon the entire intestinal tract, 
as well as upon the muscular coat, the 
aromatic powder being a corrective. The 
dose is varied to meet indications, and if 
the patient has ever been salivated the 
calomel is omitted. If this has to be fol- 
lowed by a saline, I give sodium thiosul- 
phate, 10 grammes (2% drachms) at a 
single dose, in a glass of water. If the 
case in urgent, a saline followed by an 
enema may be substituted. The cathartic 
may also be given with the quinine, but it 
is to be remembered that the griping of 
a cathartic added to the discomfort of a 
high fever is only justifiable when there is 
no choice. This preliminary emptying of 
the intestinal tract not only facilitates the 
absorption of the specific remedy, but 
greatly increases the tolerance for and 
efficiency of the drug and seems to prevent 
too great a rise of temperature during the 
next paroxysm, should we fail to abort it. 
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This effort to abort the next expected chill 
is, after all, the most urgent indication to 
be met. For this purpose we administer 
quinine, not less than 144 grammes (about 
20 grains), in divided doses, if we have 
time, otherwise in two doses an hour 
apart. The salt of choice is the basic hy- 
drobromate (ordinary bromide), the salt 
of urgency the neutral hydrochlorate, 
which is very soluble; these are given 
packed dry into a capsule, followed by a 
hot drink. If there is reason to fear non- 
absorption from the stomach a dilute so- 
lution of the “bimuriate” in physiological 
salt solution can be injected with an anti- 
toxin syringe anywhere in the loose cel- 
lular tissue. To prevent an intermittent 
paroxysm the quinine must be all given at 
least four hours before the chill, though 
subcutaneously it may abort in two hours. 
In any event, if the dose has been suf- 
ficient, it will practically kill that group, 
even if it does not prevent the chill. 

Management of the Fever.—When seen 
during the chill, a dose of morphine with 
atropine will make the patient more com- 
fortable. Hot applications to the body 
(dry) and hot foot-baths, etc., promote 
comfort. When the fever begins to rise, 
there is no objection to some of the phenol 
antipyretics, since we do not expect ever 
to have to repeat the dose. They tran- 
quilize the patient and promote diapho- 
resis. Cold spongings are grateful, but 
the cold bath is a torture to a malarial pa- 
tient, and should only be resorted to in 
case of necessity. Ice-caps and cooling 
drinks are well liked. It is hardly ever 
necessary to cinchonize during the fever, 
as it cannot by any possibility abort the 
fever and adds greatly to the discomfort 
and nervousness of the patient. 

The Interval._—After the fever has sub- 
sided the patient may be hungry and want 
to get up. I insist upon his remaining 
in bed, and if the fever is quotidian, the 
next day also; give only liquid diet and 
order the quinine in capsules of 0.5 
grammes (gr. vij) every six or eight 
hours. If the fever has remained down, 
the patient is allowed to get up and take 
a more liberal diet. The quinine is now 
given 0.5 to 1.0 gramme (7 to I5 grains) 
at bedtime for a week, and in half that 
dose for another week. I sometimes pre- 
scribe Warburg’s tincture, after the fever 
has been broken, for its tonic and laxative 
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effect, instead of the quinine. Iron and 
arsenic are unnecessary as a rule. 

Before considering remittent fever we 
will discuss substitutes for quinine. The 
baser alkaloids of quinine require to be 
given in larger doses. Quinidine is more 
apt to disturb the bowels. Cinchonidine 
is quite reliable in doses of one and a half 
to two times the dose of the standard alka- 
loid, and is frequently borne when qui- 
nine is rejected. The various tasteless 
syrups are mechanical mixtures of quini- 
dine alkaloid, essence of lemon, and sim- 
ple syrup; the much advertised tasteless 
chill tonics contain the alkaloid quinidine, 
molasses, and ferric oxide. A more re- 
liable tasteless preparation can be made 
by mixing euquinine with any pleasant, 
neutral, non-alcoholic vehicle. Its dose 
must be a little larger than that of quin- 
ine. My experience with it has been 
quite favorable. It is easily borne by 
delicate stomachs and a good remedy to 
give to children. Only once have I seen 
toxic effects, in the case of a very ner- 
vous lady, who took I.0 gramme (15 
grains) at one dose, having forgotten to 
take the previous one. She had complete 
motor aphasia for several hours; volun- 
tary movements of the tongue were not 
interfered with. There were no after- 
effects. When quinine salts produce urti- 
caria, their combination with arsenic will in 
some cases prevent it. The various prep- 
arations of cinchona bark have no place 
as antiperiodics. Salicin was used largely 
when the cinchona alkaloids were very ex- 
pensive; it is a very feeble antiperiodic. 
Dr. Joseph Jones, of New Orleans, sev- 
eral years ago recommended nitrate of 
potassium very highly as an antiperiodic. 
I had charge of the city dispensary at the 
time and tried it extensively, but had to 
abandon it; I could not assure myself that 
it ever had any effect. A Dr. Brodnax 
in Louisiana, I am told, lauds acetanilid 
very highly. I do not see why we should 
add to the blood destruction already go- 
ing on, and, so far as I know, there is no 
experimental evidence that it has any 
plasmodicidal effect. Methylene blue has 
been recommended, mostly by French and 
Italian writers. There is some experimen- - 
tal ground for this, as very weak solutions 
uniformly arrest the ameboid motions of 
the plasmodia. Moore (Medical News, 


Dec. 6, 1902) finds that it cures 60 per 
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cent of cases of intermittents, requiring a 
day longer than quinine, the controls with 
which all got well (100 per cent). It 
must be given with nutmeg to prevent 
strangury. Such large doses as would be 
required in pernicious malaria would be 
entirely out of the question. Arsenic is, 
in my opinion, a very feeble antiperiodic. 
It is probable that its effect is a secondary 
one and due to its tonic and stimulating 
effect upon the blood-making tissues. So- 
dium thiosulphate is probably an antiperi- 
odic. I have frequently seen in my wards 
patients who had had no other treatment 
remain definitely free of fever. Its main 
use in malaria is as an intestinal evacuant, 
especially in post-febrile hepatic torpor, 
where the tongue is broad and yellow and 
the breath is fetid. All of the substitutes 
for quinine are given more or less in the 
subacute or chronic fevers, indicating a 
common consent to the undisputed su- 
periority of quinine where the symptoms 
are urgent. 

Other Modes of Administering Quinine. 
—The various methods of giving quinine 
by the rectum have, in my opinion, abso- 
lutely no place in modern therapy. The 
injection of concentrated solutions of acid 
salts into the arm formerly so much in 
vogue have done more to bring the hypo- 
dermic administration of quinine into 
disrepute than anything else. When this 
is done aseptically no abscess results, but, 
what is just as bad, a slough. The proper 
way to give quinine subcutaneously has 
already been pointed out. The same solu- 
tion, or a weaker one, as when a saline 
injection is indicated anyway, can with 
advantage be given intravenously. The 
median basilic vein is made prominent, 
as in venesection, an incision is made over 
it, and the vein brought into the slit. A 
comparatively small needle is used, direct- 
ed upward; the ligature above is then re- 
leased and the fluid allowed to run in 
slowly. The wound is sponged with ster- 
ilized water and bandaged over a light 
compress. The stronger solution was first 
recommended by Bastianelli, and the 
weaker by Gray, of Clarksdale, Miss. 
Laveran’s solution is said to be quite un- 
irritating in spite of its concentration. It 
consists of quinine bimuriate, 0.5 (gr. 
vii) ; antipyrin, 0.2 (gr. iii); water, 1.0 
(15 drops). The antipyrin aids in the 
solution. The solution cannot be used 


where antipyrin is contraindicated, as in 
cyanosed comatose cases. 

Periodic Malarial Fever.—Occasionally 
we see cases that relapse regularly at 
stated intervals. I have seen chills recur 
in one man every Sunday in spite of all 
the treatment that I have ever heard of. 
This has been some years ago, and before 
the life history of the malarial organism 
was well worked out. They were prob- 
ably reinfections. The only cure for this 
form of paludism is removal from ma- 
larial influences for that season at any 
rate. Constant, interrupted, combined, 
and all other forms of cinchonization seem 
to have no effect. 

Remittent Fever—The treatment of 
this is not essentially different from that 
of the intermittent, except that we cannot 
adjust the time of giving the quinine as 
nicely to the indications or to the comfort 
of the patient. The rule is to give it in 
single large doses three times a day until 
the fever has subsided, and then follow 
with Warburg’s tincture for some weeks. 
Sometimes a more or less subcontinuous 
fever may persist for some time after the 
organisms are no longer demonstrable in 
the peripheral blood. This class of fevers 
have given rise to considerable discussion 
as to the infallibility of quinine in mala- 
rial disease. Frequently some other trou- 
ble, such as typhoid fever, will light up a 
latent malaria, and although the symp- 
toms are distinctly malarial from the 
start, quinine fails to break the fever. The 
therapeutic test is worth nothing. One 
may be led to believe that quinine had 
been properly administered when it has 
perhaps not been given, or, if so, it has 
not been absorbed, and the final test is 
after all the microscope. The so-called 
post-malarial fever, which I regard as a 
sort of acute cachexia, yields best to so- 
dium thiosulphate or bichloride of mer- 
cury. 

The Pernicious Form.—No malarial 
paroxysm in the torrid season should be 
regarded lightly. A mild attack or trifling 
prodromes may suddenly fulminate into 
one of the most desperate conditions that 
a physician ever has to deal with. It calls 
for all the zesources of modern medicine. 
A violent headache, an intractable vomit- 
ing, even if the patient does not appear 
very ill, are the warnings for the physician 
to get to work at once. No matter whether 
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we have a comatose, an algid, a choleraic, 
or dysenteric, the first indication is to 
equalize the circulation. Heroic hypoder- 
mic injections of strychnine, atropine, 
ether, camphor, or caffeine, the use of 
mustard plasters, hypodermoclysis of salt 
solution, are the first measures to adopt. 
The comatose form must be strictly dif- 
ferentiated from sunstroke or heat prostra- 
tion, both of which have similar pro- 
dromes or histories. Only a microscopic 
examination of the blood will differenti- 
ate. There is no longer any excuse for 
ignorance or lack of equipment along this 
line. Any one can take a few weeks off 
during the dull season and learn this much 
technique. 

In all forms of pernicious malaria not 
less than two grammes (30 grains) of 
quinine should be put into the veins at 
once. The dose may be repeated subcu- 
taneously three or four times in twenty- 
four hours, as may be required. It is not 
necessary to repeat the intravenous injec- 
tion. If you have not got up enough re- 
action for the subcutaneous injection to be 
absorbed by the time for the second dose, 
the patient is very probably dead. Oxy- 
gen is very beneficial in the cyanosis of 
pernicious malaria, but this is rarely ob- 
tainable where such cases are seen most. 

The pyrexia of this form of malaria 
calls for the ice pack, ice-water enemas, 
or stomach irrigation (the latter if there 
is intractable vomiting). The phenols 
and morphine have no place here, and the 
comfort of the patient cannot be consult- 
ed. Enemas of bromides in starch water 
are used for restlessness and headaches. 
Bloodletting in comatose malaria may be 
thought of, if the state of the pulse per- 
mits. Croton oil on the back of the tongue 
in unconscious patients will empty the 
bowels. 

The anemia following all forms of esti- 
vo-autumnal fever requires energetic and 
persistent treatment. As a rule, iron is 
not well borne. Preference should be 
given to solutions of the organic com- 
pounds, as the peptonate. Many prepara- 
tions of this kind are inert. Any thicken- 
ing or red coloration or precipitate indi- 
cates reduction to ferric oxide, which is 
inert. Arsenic finds use here; it should 
be pushed to the limit of tolerance. . Gly- 


cerin extract of red bone-marrow has 
seemed to me to do good. 
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Latent and Masked Malaria.—We see 
such cases in our office practice. They 
present symptoms of the most diverse 
character, periodic pains, anorexia, ma- 
laise, etc. Only such cases as show the 
typical leucocyte variation of malaria— 
i.e., great relative increase in large mono- 
nuclear cells—are to be treated as malarial. 
I have found the following prescription 
very useful: 


k Quinine hydrobromatis, 2.0 (grs. xxx) ; 
Hydrargyri chloridi mitis, 0.3 (grs. v) ; 
Pulveris capsici, 0.1 (grs. iss) ; 

Pulveris Doveri, 0.3 (grs. v) ; 
Aloini purificati, 0.02 (gr. 1/6). 


M. et fiant caps. No. vj. S.: One every four 


hours. 


Substitute podophyllin for calomel if the 
patient has been salivated. The patient is 
directed to take the usual after-treatment. 
He is told that if he does not go to bed 
the medicine will make him sick. This 
shotgun prescription is justifiable, because 
as a rule the patient will never be seen 
again until the next “spell.” 

The use of calomel has been condemned 
by writers who do not have to practice in 
intensely malarial districts. We have lit- 
tle serious malaria in Memphis in our gen- 
eral visiting practice, but our hospitals re- 
ceive many laborers from the surrounding 
lowlands. It was not until I had to deal 
with this class of patients that I became 
converted to calomel, and if I were re- 
stricted to two drugs in the treatment of 
malarial fevers, I would say: “Calomel 
and quinine.” 

Late manifestations, such as cachexia, 
enlarged spleen, hemoglobinuria, do not 
properly come under the head of “fevers.” 
Some men who should know better regard 
hemoglobinuria as acute malaria. If it had 
not been for the malaria they neglected 
last year, they would have neither the “big 
spleen” nor the “bloody urine” to deal 
with. 

Some practitioners are afraid to treat 
acute malarial fevers in cachectics for fear 
of provoking hemoglobinuria. Although 
the fear is well grounded, the risk is 
greater if the patients are not treated, and 
especially if treated in the half-hearted 
way usually done. All chronic manifesta- 
tions of malaria are a reproach to the pro- 
fession, at least to a great extent. If they 
used all their powers of persuasion against 
self-treatment and handled every case like 
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a house on fire, they would do their full 
duty. Every infected person is a source 
of danger to himself, his family, and his 
community, because he is a source of in- 
fection. 
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TREATMENT OF INTERMITTENT AND 
REMITTENT FEVER. 





By J. B. McEtroy, M.D., 
Memphis, Tenn, 





Although hepatic fever, ulcerative en- 
docarditis, chronic vegetative endocarditis, 
rheumatic fever, syphilis, and acute tuber- 
culosis may be associated with regularly 
intermittent fever, and numerous diseases 
with remittent fever, the clinical terms in- 
termittent and remittent fever are gen- 
erally used to denote malarial infection. 
It is the purpose of this article to deal 
with the treatment of these fevers, as 
adopted by physicians of the South where 
malaria is endemic. 

It may not be out of place to refer 
briefly to the epidemiology of these fevers 
in this section. 

It is generally agreed that regularly in- 
termittent malarial fever is due to infec- 
tion with the spring tertian and quartan 
parasites, whose life cycle is forty-eight 
and seventy-two hours respectively; and 
the remittent fevers to infection with the 
estivo-autumnal parasite, whose life cycle 
is twenty-four hours or more. 

In the Yazoo and Mississippi delta, the 
spring tertian is met with usually in the 
early spring and as late as the first of 
June, :after which time the estivo-autum- 
nal is most frequently encountered. Con- 
sequently the vast majority of the cases 
of malaria which we encounter in this sec- 
tion are infections with the estivo-autum- 
nal parasites. The quartan is extremely 
rare, only two cases having come under 
my observation in an experience of ten 
years. 

As said above, the benign tertian infec- 
tion is usually accompanied by regularly 
intermittent fever with paroxysms of won- 
derfully equal duration. Not infrequently 
two groups of parasites are present, in 
which case quotidian paroxysms occur. 
However, very rarely these infections may 
be associated with irregularly intermittent 
or remittent fevers. 
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The Italian observers and others, not- 
ably Craig in this country, contend that 
there are two varieties of the estivo-au- 
tumnal parasites, one associated with quo- 
tidian paroxysms and the other with ter- 
tian paroxysms. Morphologically one not 
infrequently observes two varieties of 
these parasites—one the regular signet- 
ring parasite, the other a ring whose pro- 
toplasm is of the same width throughout, 
with chromative granules at opposite 
points on the periphery of the rings. I 
have not been able to satisfy myself that 
these parasites are associated with dis- 
tinctive types of fever. However, regu- 
larly intermittent fever is associated with 
these parasites much more frequently than 
one is led to infer from the literature. The 
first paroxysms are almost always inter- 
mittent, either tertian or quotidian; 
though the tendency in these infections is 
toward a remittent temperature curve and 
the development of pernicious symptoms. 

It must not be inferred that the so- 
called benign tertian infections are never 
associated with pernicious symptoms, as I 
have seen both comatose paroxysms and 
hemoglobinuria associated with these 
parasites. 

The treatment of these infections may 
be considered under two general heads, 
viz., prophylaxis and remedial measures. 


PROPHYLAXIS. 


The recent researches in malaria have 
rendered the subject of its prevention an 
extremely interesting one. Four methods 
have been suggested, viz.: (1) Destruc- 
tion of mosquitoes; (2) protection from 
the bites of mosquitoes; (3) the admin- 
istration of quinine; (4) in the tropics, 
where the native children are known to 
be largely infected, segregation. 

After the examination of the blood of 
numerous children from one to five years 
of age in this section, I do not believe they 
very generally harbor malarial parasites, 
as has been shown to be the case in some 
parts of the tropics. 

Much can be done by teaching the laity 
the part which the mosquito plays in the 
conveyance of malaria, and where prac- 
ticable the means to be used for their de- 
struction. The suggestions of Dr. Ronald 
Ross in his little book entitled “Mosquito 
Brigades” are admirable. But as long as 
we are surrounded by present conditions, 

















I fear that it will be impracticable to com- 
pletely destroy the Anopheles. 

So the chief measures which we have 
to prevent the spread of malaria are the 
protection from the bites of mosquitoes, 
and the administration of quinine. 

The former of these measures is best 
effected by thoroughly screening the 
houses and the use of mosquito netting 
over the sleeping beds. To be effective, 
however, it should of course be carefully 
seen to that the Anopheles are kept out of 
the bars. They will often be found lurk- 
ing in the dark corners of houses well 
screened and thought to be mosquito free, 
while up in the folds of the mosquito net- 
ting is an excellent place to find these mos- 
quitoes if the housekeeper is at all careless 
in keeping the netting free. 

A cursory review of the literature shows 
that observers in different parts of the 
world are by no means agreed as to the 
value of quinine as a prophylactic. Many 
of us, alas! have not advanced far beyond 
the stage at which practical medicine was 
before the time of Louis, speaking of 
which Dr. Holmes said: “The history 
of practical medicine had been like the 
story of the Danaides. Experience had 
from time immemorial been pouring its 
treasures into buckets full of holes. At 
the existing rate of supply and leakage 
they would never be filled, nothing would 
ever be settled in medicine. But cases 
thoroughly recorded and mathematically 
analyzed would always be available for 
future use, and when accumulated in suf- 
ficient number would be trustworthy and 
belong to science.” 

So it is we have experiments recorded 
in which quinine has been given in routine 
fashion as a prophylactic in from one- 
sixth to five grain doses three times a day, 
sometimes in cases of questionable diag- 
nosis, often without reference to the form 
of parasite against which it is used, with- 
out reference to the condition of the pa- 
tient, such as gastrointestinal disturbance, 
which would interfere with the absorption 
of the drug, and without reference to the 
association of other prophylactic measures 
which we know are potent in warding off 
malarial attacks. 

The French, among whom MM. Corré, 
Mawand, Thorel, and Bizardel, and the 
officers of the French marines, report that 
it is effective against the mild forms of 
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malaria, but of little value against the 
graver forms. Among the Americans, 
Bryan and the Federal surgeons of the 
Civil War found it a valuable prophylac- 
tic. Bryson and Duncan, among the Eng- 
lish, report in favor of it upon control ex- 
periments made without reference to the 
surrounding conditions or to the micro- 
scopical test. The experiments carried 
out on a large scale in the Indian jails re- 
port generally in favor of it, but it seems 
that no one except Fearnside performed 
the experiment with reference to the ac- 
tion of quinine upon the malarial para- 
site. He found that quinine had no effect 
upon crescents when once formed, but that 
it had apparent action in the prevention 
of their formation. He thinks it a valu- 
able prophylactic in persons who have 
not been exposed to malaria, and in modi- 
fying the severity of the attack. Marsden, 
Rees, and Battersby favor its use. On 
the other hand, the Austrian and Russian 
surgeons found it of no value as a pro- 
phylactic. No benefit was observed in the 
Malay wars. Harvey found that it was 
of no advantage in the West Coast re- 
gions of Africa. It was of no use in the 
Ashantee wars of 1893 and 1896. French 
Mullen, who reported in favor of it in 
1896 and 1897, changed his view in 1898, 
and observed that it not only did not 
diminish fever attacks, but seemed to in- 
crease bowel complaints. Robert Fielding- 
Auld opposes its use as a prophylactic, on 
the grounds that it only acts against the 
parasites when present, that it produces 
digestive disturbances, and that it leads 
to congestion and torpidity of the liver. 
Possibly the most convincing experi- 
ment with reference to the beneficial effect 
of quinine as a prophylactic is that of 
Koch, made at Stephansort, German New 
Guinea, in 1899-1900. From this report 
I take it that quinine is used by Koch in 
the same manner in which it is adminis- 
tered therapeutically—z.ec., one gramme in 
one daily dose until the parasites disap- 
pear from the blood. Then after a period 
of seven days, one gramme is given on two 
successive days, then another interval of 
seven days, and quinine in the same way, 
for at least two months. Koch concludes 
from the experiment mentioned above 
that human beings susceptible to malaria 
in a malarious region can with certainty 
be protected against infection. He, how- 
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ever, adds that quinine prophylaxis is al- 
ways somewhat troublesome, and for 
many people extremely disagreeable. 

On the other hand, Celli, speaking of 
the immunizing action of quinine, says: 
“Tt is not of practical use inasmuch as it 
is a remedy which in small doses is not ef- 
ficacious, and in large doses cannot be 
taken for a long time, as it is injurious to 
the digestive and nervous system.” He 
also points out that “by making Anopheles 
bite patients undergoing quinine treatment 
and having gametes in the circulating 
blood, the sexual cycle develops in spite of 
the treatment, consequently complete pro- 
phylaxis cannot always be obtained by 
means of this disinfection, notwithstand- 
ing what Koch says about it.” 

Further recent experiments both in the 
tropics and in Italy seem to show that 
quinine exerts a decided influence in the 
prevention of malaria. “The latest Italian 
experiments seem to show that only about 
two per cent of those taking quinine as a 
preventive have attacks of primary fever. 
I think that Manson is correct when he 
says that the reputed prophylactic effect of 
quinine is but a phase of its therapeutic 
action; it is the application of the drug 
to the parasite, and not an immunizing of 
the body against the entrance of the para- 
site, one has to deal with; therefore if one 
may confidently expect that it will cure a 
malarial infection it will prevent its de- 
velopment.” 

So it will be seen that there is much of 
value in the view of those who are for 
and against the use of quinine as a pro- 
phylactic. 

In our climate very seldom does either 
the spring tertian or the estivo-autumnal 
respond to five grains of quinine three 
times a day. Hence the practice of giv- 
ing small amounts of quinine for break- 
fast, dinner, and supper with a view to 
prophylaxis is of questionable benefit, and 
it is possibly not without injury, in that 
it produces general disturbance, possibly 
anemia, and it is further objectionable in 
that it interferes with the scientific diag- 
nosis of malaria when it does develop. I 
have seen this illustrated in the case of 
a family of five children who took qui- 
nine regularly in small doses. None of 
them escaped malaria. One succumbed to 
a pernicious attack in which the first one 
or two paroxysms were masked; another 
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came near going the same route; and all 
were in such a run-down condition that 
they had to move to a non-malarial cli- 
mate for the balance of the summer. How- 
ever, after malaria has developed the ad- 
ministration of 15 grains of quinine once 
a week after the parasites have disap- 
peared is effective and indicated ‘to pre- 
vent the return of the paroxysm, which 
will almost certainly come on without it. 
This amount given one or two hours be- 
fore retiring, the disagreeable effect will 
be reduced to a minimum. 

To sum up, the most effective means 
at our command at the present for the 
prevention of malaria is to prevent as far 
as possible the bites of the Anopheles and 
the thorough treatment of cases of ma- 
laria as they develop. 


REMEDIAL MEASURES. 


These may be spoken of under the heads 
of (1) general measures, (2) synergistic 
measures, (3) specific medication. 

1. General Measures—The patient 
should be put to bed and carefully pro- 
tected from the bites of mosquitoes by 
netting for the benefit of those with whom 
he is associated. His diet should not be 
specially restricted, unless some special 
indications arise. At times the stomach is 
so irritable that it is best to withhold food 
for a time. 

2. Synergistic Measures.—The neces- 
sity for a thorough gland arousement in 
these cases does not seem to be sufficiently 
appreciated by those who write upon the 
treatment of these fevers. Nothing seems 
to so successfully meet this indication as 
some one of the preparations of mercury. 
The best of these is calomel, which may 
be administered in the dose indicated with 
sodium bicarbonate and extract of hyos- 
cyamus. The effect of the calomel may 
frequently be continued and often sup- 
plemented with advantage by the admin- 
istration of sodium hyposulphite. Other 
indications are to be met symptomatically. 

3. Specific Medication.—Laveran at 
first noted that the parasites to which he 
ascribed the malarial fevers disappeared 
from the blood upon the administration 
of quinine. The action of quinine upon 
the parasite has been the occasion of study 
by various observers since that time. In 
1899, So Monaco and Panichi studied 
the effect of quinine upon the parasites in 




















the fresh state. They found upon intro- 
ducing a solution of quinine into a fresh 
preparation of malarial blood that the 
parasites were’ affected variously accord- 
ing to the strength of solution introduced. 
Thus a very weak solution caused them to 
swell; a weak solution stimulated them 
for a short time; one of medium strength 
stimulated the parasites markedly and ter- 
minated in their extrusion; a strong solu- 
tion caused them to contract suddenly 
within the capsule. They also observed 
that the resistance of the parasites to the 
action of quinine is not always the same. 
The resistance diminished at the approach 
of the febrile period, and during its de- 
velopment. The maximum resistance was 
found during the apyretic period. 

These observations are in accord with 
previous observers, such as Golgi, Mar- 
chiafava, Bignami, Mannaberg, and 
others. The study of specimens stained 
by the Nocht-Romanawsky method, or 
modifications of this, shows that quinine 
also exerts a necrotic action upon the para- 
sites, as shown by the loss of affinity of 
the protoplasm for the stains. 

In the spring tertian infections, 15 
grains of quinine is given about four hours 
before the expected paroxysm, or this 
amount may be given in 5-grain doses at 
intervals of an hour. This will not usu- 
ally prevent the oncoming paroxysm, but 
will modify its severity and prevent the 
next. Or if given as the sweating stage 
comes on, will prevent the next. 

In estivo-autumnal infections of inter- 
mittent character, the quinine may be ad- 
ministered as before, say 5 grains every 
hour until four doses are given, the last 
to be taken about four hours before the 
expected paroxysm. Where the fever is 
remittent or continuous, I prefer to give 
5 grains every four hours. Rarely will 
more be required to control the fever. If 
there is a tendency for the fever to go 
higher, an extra 10 grains at the high 
point will usually suffice. Continued 
medication with quinine must be insisted 
upon after the subsidence of the fever, 
say I5 grains once a week for several 
weeks. 

There are many salts of quinine; of 
these the sulphate, on account of its cheap- 
ness and reliability, is most generally used. 
For the best physiological effect it is 
preferable to administer this in solution; 
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but on account of its disagreeable taste 
it may be administered in capsules with 
dilute hydrobromic or hydrochloric acid. 

The dihydrochlorate possesses advan- 
tages over all the other salts in having a 
larger percentage of the alkaloid, in being 
less bulky, more soluble, less liable to ir- 
ritate the stomach, and it is adapted for 
hypodermic use. The drug may be ad- 
ministered (a) by mouth, (b) hypoder- 
mically, (c) by hypodermoclysis, (d) in- 
travenously, (¢) by rectum. 

Ordinarily administration by mouth 
will suffice. But sometimes the condition 
of the stomach is such that the drug ad- 
ministered in this manner is not absorbed. 
Sometimes the severity of the attack is 
such that a quicker means of getting the 
drug into the circulation is desirable. In 
such cases methods b, c, and d may be 
used. 

Two objections have been raised to the 
hypodermic administration: first, the 
drug is not absorbed, hence very little 
or no physiological effect; and secondly, 
disagreeable local sequel which are apt 
to develop. The reports from several 
practitioners as regards these points and 
my own observations convince me that 
quinine administered hypodermically pro- 
duces physiological effects more rapidly 
than when administered by mouth, but 
extreme care must be exercised to prevent 
disagreeable local sequelz. The solution 
should be well diluted and injected deeply 
into the tissues. 

By hypodermoclysis. Fifteen or twenty 
grains of the bimuriate of quinine and 
urea are dissolved in a pint of normal salt 
solution, the whole sterilized, and infu- 
sion performed in the usual manner. I 
have on several occasions used this with 
marked benefit. It is the method par ex- 
cellence in the algid forms of pernicious 
malaria of gastrointestinal type, or where 
the heart seems to be bearing the brunt 
of the attack, or in cases where the kid- 
neys are acting poorly. I do not think it 
would find such marked indication in the 
comatose forms of malaria. Here the hy- 
podermic or intravenous methods are pref- 
erable. 

Intravenously. The origin of this 
method belongs to Bacelli, who claims to 
have markedly reduced the mortality of 
the comatose forms of pernicious fevers 
in Italy. The objections which may be 
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urged against this method are the difficulty 
of preparing the solution in emergency 
cases in private practice with sufficient 
asepsis, and the difficulty of administer- 
ing it in these cases, it being often a dif- 
ficult matter to enter a vein. 

By rectum. Some have claimed good 
results from this method, especially the 
Indian physicians, but my results have 
been so unsatisfactory that I have dis- 
carded its use altogether. 





A FEW REMEDIES OTHER THAN QUIN- 
INE IN THE TREATMENT OF 
MALARIA. 





By M. Gottman, C.M., M.D., 


Memphis, Tenn. 





You ask me for a few remedies other 
than quinine in the treatment of malaria. 
In a rather extended experience I recognize 
only one true remedy—quinine the specific. 
But often this drug is not tolerated, no 
matter how given. I have reported a case 
of severe urticaria bullosa with marked 
systemic effects from a very minute dose 
of quinine (vide Medical Record, Aug. 
22, 1903). So it sometimes happens that 
we are driven to the exhibition of other 
drugs on account of personal idiosyn- 
crasies, and again because the drug itself 
fails us. 

The following classification will facili- 
tate the discussion of this subject: 

1. Simple intermittent malarial infec- 
tion. 

2. Estivo-autumnal malarial infection: 
(a) Acute paroxysmal, with short inter- 
vals—quotidian, tertian, etc.; (b) chronic 
paroxysmal, with long intervals and acute 
exacerbations; (c) remittent or subcontin- 
uous; (d) malignant, congestive or hem- 
orrhagic; (e¢) malarial methemoglobinuria 
(Krauss and Goltman, vide Memphis Lan- 
cet, December, 1898). 

3. Postmalarial conditions: (a) Ane- 
mia, hematogenous jaundice; (b) gastri- 
tis, hepatitis, splenitis, enteritis, neuritis, 
glomerulitis and nephritis. 

From this classification it will be seen 
at a glance that malaria and its sequences 
cannot be dismissed with a few doses of 
calomel and quinine. What will cure a 


simple intermittent fever will do positive 
harm in malarial methemoglobinuria, and 
in some if not all of the so-called post- 
malarial conditions. 





In the simple intermittents it sometimes 
makes very little difference what medicine 
is used. 

I can say without fear of successful con- 
tradiction that I have seen some of these 
cases undergo spontaneous cure without 
any medication whatsoever after having 
had one or more paroxysms. I have seen 
the same thing happen after a dose of 
paregoric, ginger, or capsicum. Quinine 
will certainly cure them. In estivo-au- 
tumnal infection the therapeutic problem 
becomes more and more difficult accord- 
ing to the organs involved. This form of 
infection sometimes resists quinine and 
other drugs no matter when or how given. 
I cannot say with what frequency this oc- 
curs, but I know that it does occur quite 
often. Irregular and refractory segmen- 
tation may explain it. Insufficient dosage 
or non-absorption does not, because I have 
made sure on these points. The parox- 
ysms are usually far apart in these in- 
stances, and the time of any expected at- 
tack very difficult or impossible to deter- 
mine unless persistent blood analyses are 
made. I have just-returned from a case 
of this kind. The last paroxysm occurred 
just four weeks ago. Quinine was given 
continuously for about ten days without 
a return of the fever. This morning (Dec. 
13, 1903) the patient had a slight chill 
followed by fever, and when I saw her at 
3 P.M. she was in the sweating stage. To 
have examined this patient’s blood daily 
throughout this entire period would have 
been out of the question. She would not 
have permitted it. It was examined and 
found loaded with parasites. In these long 
interval cases I have called upon the vari- 
ous therapeutic agents outside of quinine 
with little or no success. Large doses of 
arsenic do good, particularly if combined 
with iron, manganese, and strychnine, 
Warburg’s tincture has always disappoint- 
ed me, likewise methylene blue. 

In spite of every remedy energetically 
given recrudescences will take place at 
times. A change of climate is then in 
order. I have frequently seen patients 
enter the hospital from the Arkansas and 
Mississippi deltas, and within a month 
show marked improvement on the same 
remedies used at home without success. 
Likewise I have seen Memphis people sim- 
ilarly benefited by a stay in St. Louis, 
which city is not notorious as a health 

















resort, and is quite as much if not more 
malarious than Memphis. 

Then again I know of several patients 
apparently cured of this form of malaria 
relapse after being in New York or At- 
lantic City a few days, and then become 
cured with very little or no treatment. 
One of these cases furnishes a rather 
amusing incident. There was talk of yel- 
low fever in Memphis. When the patient 
in question reached Atlantic City, where 
there were many Memphians, he had a 
pronounced chill and was wildly delirious 
on the subject of yellow fever. Hematem- 
esis occurred, and the diagnosis of yellow 
fever—by the Memphis contingent—fol- 
lowed, and how they did scamper! 

The general health soon suffers from 
repeated malarial attacks. Digestion be- 
comes impaired, the liver and kidneys 
engorged, and the eyes and skin icteroid— 
hematogenous jaundice. This may occur 
in spite of the disappearance of parasites 
from the superficial circulation, although 
they may still exist in the internal organs. 
Decided anemia with enlargement of liver 
and spleen soon follow. Such cases are 
benefited by a change of residence, an 
ocean voyage, or a sojourn at the Hot 
Springs of Arkansas or Virginia. To 
those who cannot afford these luxuries I 
recommend Turkish baths, hot and cold 
douching with friction, gentle elimina- 
tion, and tonics. I believe, when relapses 
occur after the intelligent and persistent 
use of quinine and the patient enters into 
the chronic cachectic state, in which his 
internal organs become very much 
clogged, that methemoglobinuria is likely 
to occur, and quinine should be stopped, 
as it is then a provocative agent instead 
of a specific against it. It is astonishing 
to note the quantities of quinine that are 
wasted in these cases. Pepsin and hydro- 
chloric acid and proper diet will help the 
stomach, cascara the bowels, plenty of 
good water inside and out the liver and 
kidneys. I use calomel sparingly. In 
the face of high temperature it often sali- 
vates, and thus increases blood destruc- 
tion. Epsom salts, rhubarb, cathartic 
pills, phosphate of soda, and cascara act 
just as well as calomel in my hands. 

The estivo-autumnal infections with 
short and definite intervals respond read- 
ily to quinine. I have also used euquinine 
and cinchonidin in these cases with appar- 
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ent success. The remittent or subcon- 
tinuous form—the so-called bilious remit- 
tent fever—is more stubborn than the pre- 
ceding form, and nothing but quinine will 
do any good. 

In the malignant cases—those of the 
congestive or hemorrhagic type—it would 
be criminal to waste time on any other 
remedy besides quinine. In these cases 
I use it heroically—ten, twenty, and thirty 
grains to the dose hypodermically or in- 
travenously. In desperate cases I know 
that I have saved life with intravenous 
injections of quinine in salt solution. 
Here is where salt solution is indicated, 
together with the diffusible stimulants. 

Quinine has no place in the therapy of 
malarial methemoglobinuria, or hematuria, 
as it is usually called. This should be 
treated like a severe nephritis of toxic 
origin. A glance at some kidney sections 
in my possession will verify this state- 
ment. The uriniferous tubules are blocked 
with granular detritus, not blood-clots, as 
in the hemorrhagic cases. Intertubular 
drainage is interfered with, resulting in 
still further tubular compression and more 
complete urinary stoppage. The glom- 
eruli are distended and the efferent circu- 
lation more or less impeded. This im- 
pediment cannot be forced by sodium 
hyposulphite, turpentine, diuretin, digi- 
talis, or a quart or two of salt solution. 
These measures add insult to injury by 
increasing the pressure and still further 
impeding kidney action. Cupping of the 
loins, hot packs, pilocarpine, are here indi- 
cated, and at times must be used with a 
free hand. 

Morphine will allay kidney irritability 
and lessen trauma. I know many of my 
delta friends will hold up their hands in 
holy horror at this statement, but I have 
used morphine with the happiest results, 
and the more I use it the better I learn 
how to use it. I never overwhelm the 
patient with it, but I do try to make him 
and his kidneys comfortable. The desire 
to urinate is frequent and at times intense. 
These symptoms are often interpreted as 
being due to retention, and the catheter 
is passed, only to find little or no urine in 
the bladder. Do we not have the same 
symptoms in acute nephritis and in simple 
congestion of the kidney, and would we 
in these conditions give huge doses of cal- 
omel and quinine, turpentine, digitalis, 
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and other irritating diuretics? Yet with 
these facts before us we are frequently 
guilty of these gross errors. 

Many times have I seen these sufferers 
at the hospitals with loosened teeth, fetid 
breath, and salivated, in the attempt to 
produce bilious stools, which do not, how- 
ever, in severe cases, lessen the amount 
of abdominal distention, which is nothing 
more or less than a paretic condition of 
the bowel due to splanchnic paralysis. 
The extreme purgation is quite prone to 
increase this paretic tendency, and it does 
increase it. Here is where I give mor- 
phine, and soon follow it with an injection 
of alum water, cold, should the gas fail 
to pass. When once kidney function be- 
comes reéstablished, good, pure water and 
plenty of it is the best diuretic. 

In view of Whittaker’s successful 
nephrotomy in a case of postpuerperal 
eclampsia with suppression for seven days, 
a confrére suggested the measure in a 
case of methemoglobinuria with complete 
suppression. It was not tried. 

Postmalarial affections signify, to me, 
always some definite pathological lesion, 
as a reference to the classification 
above will show. These lesions require 
appropriate treatment. A word, however, 
as to glomerulitis and nephritis. At the 
Memphis City Hospital I make it a point 
to have the urine closely watched and 
studied. Transient albuminuria is com- 
mon, and casts—hyaline and granular— 
are frequently encountered after repeated 
malarial attacks. 

To sum up, I can say that in the treat- 
ment of estivo-autumnal malarial fever I 
have tried everything that is usually tried 
in these cases, as well as everything that 
I hear or read about, with very little suc- 
cess outside of quinine, and that occasion- 
ally this drug too will fail. 
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THE TREATMENT OF MALARIAL FEVER. 





By H. A. West, M.D., 


Galveston, Tex. 





There is probably but one disease the 
treatment of which can be described by 
one word. It is hardly necessary to say 
that the disease is malaria, and the one 
word quinine. This assertion is true, 
however, to a limited extent only. In 
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fact, one of the purposes of this article 
is to call attention to certain other remed- 
ial measures, which, though they are sub- 
sidiary to the salts of cinchona, yet are 
of great importance, and _ perhaps 
are given too little attention by many of 
those who are called upon to treat malarial 
diseases, or to write upon the subject. It 
is scarcely incumbent upon me to consider 
the urgent necessity of using the utmost 
care in adopting those means for the rec- 
ognition of malarial infection which a 
recent study of the disease and its causes 
have placed within our reach; but ma- 
laria is such a protean disease, its mani- 
festations are so often obscure, it comes 
in such varied guise, it assumes so fre- 
quently the symptoms of other diseases, 
that oftentimes it may deceive the most 
careful observer. Hence the urgency of 
knowing how to recognize its symptoms 
and to place a correct interpretation upon 
them. I may be excused in this connec- 
tion for referring to two or three cases 
illustrating the above statement. 

Case I. —Having occasion a few 
months ago to make a short visit to an 
intensely malarial locality, I was con- 
sulted by a brother physician, Dr. M—. 
This gentleman did quite an extensive 
practice, and was thoroughly familiar with 
malaria in all its forms, yet failed to rec- 
ognize his own trouble. Notes of the 
case were not taken at that time, hence 
they are here given from memory. 

I found the patient with a temperature 
of 101°. He was not aware that he had 
fever at all, and was going about his busi- 
ness as usual. The symptoms were those 
principally of disturbed digestion, with 
a disposition to eructations. The bowels 
were rather constipated, tongue slightly 
coated and somewhat thick and edemat- 
ous at the edges. The complexion was 
muddy, and the spleen and liver enlarged 
and tender. There were no evidences of 
any paroxysms, no rigors, no pain—no 
evidence of anything but slight fever, and 
that apparently of a continued type. The 
patient was surprised when the use of 
the thermometer discovered the existence 
of a continued type of fever, which had 
probably been lasting several weeks. No 
opportunity was given for a microscopic 
examination of the blood, but believing 
the case to be one of continued malarial 
fever, resulting in passive congestion of 
the abdominal viscera—namely, the liver, 




















spleen, stomach, and _ intestines—treat- 
ment was directed to the malarial cause of 
this condition, and the case passed to an 
uninterrupted recovery. 

Case II.—This was a Methodist min- 
ister from the same town, but the symp- 
toms in this case were entirely different. 
The patient came to me en route to an- 
other locality, and I did not have an op- 
portunity to thoroughly study his case, 
but subsequently heard from him that the 
antimalarial treatment was _ successful. 
The symptoms in this case were those of 
a severe gastrointestinal irritation, name- 
ly, sudden nausea, vomiting, gastralgia, 
choleraic diarrhea, coming on suddenly 
and periodically without previous diet- 
etic indiscretion, or of any cause which 
could be ascertained relating to the in- 
gesta. These attacks were so prostrating 
in their results that the patient feared a 
fatal attack. 

No opportunity was given in this case 
for the examination of the blood, but the 
history of the case, the paroxysms, and 
periodical nature of the attacks, the resi- 
dence of the patient, the appearance of 
his tongue, and other symptoms pointing 
to the malarial nature of these paroxysms, 
convinced me of their malarial origin, and 
as I said before, the therapeutic test es- 
tablished the fact. 

The third case was in the person of a 
child about a year old. This child did 
not come from an intensely malarial coun- 
try, but lived near the coast, where a few 
cases of malaria occur every season. The 
symptoms were those of an irregular con- 
tinued fever. Opportunity was not given 
for complete thermometric record, as the 
patient was brought to the office, and fre- 
quently it would be three or four days 
before the case was again under observa- 
tion. The nervous symptoms were ex- 
tremely marked, namely, evidence of an in- 
tense headache, screaming spells, extreme 
restlessness, tossing from side to side, 
boring the head into the pillow, semi- 
convulsive attacks, and insomnia. These 
symptoms gradually became progressive- 
ly aggravated. Quinine in ordinary doses 
seemed to produce no effect, until finally 
a diagnosis was made of cerebral men- 
ingitis, and an unfavorable prognosis was 
given by two prominent physicians, of 
large clinical experience and diagnostic 
acumen. Subsequently larger doses of 
quinine were successful in bringing about 
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a cure, proving the original diagnosis to 
have been incorrect, and that the trouble 
was malarial fever. 

Such cases as these might be multiplied 
indefinitely, and illustrate the necessity of 
resorting to every method possible in or- 
der to make a correct diagnosis. It goes 
without saying that a careful microscopic 
examination of the blood by a competent 
observer should be made in every case 
where this method is practicable. In many 
instances, however, owing to the fact of 
the administration of previous doses of 
quinine, and the want of a well trained 
microscopist, this most certain method is 
not available, and the physician has to 
depend upon methodical study of the 
clinical events, including a careful ther- 
mometric record, and when he cannot see 
the case frequently enough, the patient 
should be furnished with a thermometer 
and the attendant taught how to use it, 
in order that this record may be made. 
By this means alone, in many instances, 
the diagnosis can be made. The appear- 
ance of the tongue is a symptom which 
is often neglected. In my opinion, the 
presence of what is called the “malarial 
tongue’—namely, when that organ is 
large, somewhat edematous, coated with 
whitish or yellowish fur, indented by the 
teeth—is very strongly indicative of ma- 
laria. The evidence of congestion of the 
stomach, liver, spleen, and intestines, viz., 
pain, tenderness upon pressure, swelling, 
and impaired digestion, are also suggest- 
ive symptoms, as there is no other disease 
in which the destruction of the red cor- 
puscles occurs with such rapidity. The 
combination of those symptoms due to 
anemia and those due to the impaired 
functions of the abdominal secretory or- 
gans, producing a muddy, pallid com- 
plexion, are extremely significant that 
malaria is the cause. It is hardly pos- 
sible to overestimate the importance of a 
careful observation and study of the case, 
in order that a correct diagnosis may be 
made, especially when the case has as- 
sumed a pernicious form. There is no 
other disease in which the treatment is 
more important and where the proper 
remedy will accomplish such good results, 
or where a failure to adopt the same may 
end in unnecessary fatality. Fortunately 
the majority of diseases will proceed to a 
successful termination to a great extent 
regardless of the treatment, and the 
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physician’s duty could rather be described 
by the word care in place of cure. But 
this is not the case with the malarial dis- 
eases, especially where the symptoms have 
assumed a malignant form. Many valu- 
able lives have been lost because the 
physician failed to recognize the disease 
and did not resort in time to the proper 
treatment. 

The discovery of the parasitic origin of 
paludal fever made by M. Laveran at the 
close of the year 1880, and the subsequent 
discovery that infection was conveyed by 
the Anopheles mosquito, in 1898, marks 
one of the most important epochs in the 
history of medicine. The announcement 
of M. Laveran’s discovery, made at the 
French Academy of Sctence by Profes- 
sor Bouchard, is so interesting that I may 
be excused for quoting it. 

“The commission,” he says, “by a un- 
animous vote bestowed the Breant prize 
on M. A. Laveran, professor in the 
School of Val De Grace, for his discov- 
ery of the hematozo6n of paludism. This 
discovery, which was made ten years ago, 
has been verified by observers of the most 
different views in almost every country 
where intermittent fevers prevail. The 
parasite, which is the pathogenic agent 
of an endemic the most ancient, the most 
extensive, and the most serious of all that 
scourge humanity, differs fundamentally 
from the parasites which are at present 
known of other infectious diseases. It is 
at least the first example of a disease 
being caused in man by a sporozodn. No 
one to-day will support the ideas for- 
merly held, which attributed to palustral 
disease various forms of algz or bacteria. 
The discovery of M. Laveran comprises 
the whole pathogenesis of fever; it may 
be said. that it has changed the pathologi- 
cal study of this disease. In fact the char- 
acteristic pigment of the lesions of the 
palustral infections is produced by the 
parasite, and is contained in the parasite 
itself.” 

The subsequent studies of Manson, 
Ross, Grassi, Bastianelli, and others upon 
the development of the parasites in the 
mosquito of the genus Anopheles, in 1808, 
“proving that mosquitoes take the para- 
sites from man and inoculate man with it 
again,” the nature of the parasite and its 
mode of conveyance, having been estab- 
lished, the treatment of paludal fevers has 
been simplified and demonstrated beyond 





reasonable doubt. The agent that was 
so long used empirically is now known to 
cure by its destructive action upon the 
parasite, and because the parasites, acting 
upon the blood, destroy the red corpuscles, 
it is necessary that the cinchona salts 
should reach the blood. When from any 
cause absorption does not take place, the 
remedy is powerless to produce its results. 
The failure to bear this fundamental fact 
in mind and act in accordance therewith 
results in failure to arrest the paroxysms. 
Acknowledgment of the foregoing facts 
resolves the problem of the treatment of 
malarial fever into three fundamental indi- 
cations, viz.: (1) the administration of 
some of the salts of cinchona (quinine be- 
ing the most powerful) in such doses, at 
such times, and by such methods as will be 
followed by absorption and destruction of 
the malarial parasites; (2) measures to 
prevent reinfection; (3) reconstruction 
of the blood, and restoration of the re- 
sisting powers of the individual. 

As regards the use of quinine in the 
treatment of malarial fever, it is an inter- 
esting fact to know that long before the 
recent establishment of the causative in- 
fluence of the malarial parasite, and the 
explanation of the modus operandi of the 
salts of cinchona, the clinical experience 
of the practitioner of years gone 
by had established practically the same 
rules for the administration of quinine 
salts as have since been formulated. In 
reading over the treatment as laid down 
in some of the older books, the following 
points have been given special emphasis: 
(1) The necessity of administering this 
remedy after the subsidence of the par- 
oxysms; (2) of giving it in large doses; 
(3) of giving it in solution with the addi- 
tion of some of the strong acids, some of 
the authorities advising the use of one 
large dose of quinine (say about 15 to 30 
grains) immediately after the sweating 
stage; (4) of resorting to a change of 
climate in chronic cases; (5) the use, in 
many cases, of an emetic; (6) the use of 
mercurial purgatives; (7) the use of 
much larger doses of quinine than ordin- 
ary in the treatment of pernicious cases; 
and (8) the necessity of stimulative meas- 
ures to bring about-a reaction in the cold 
stage of pernicious forms. 

The rules given by Marchiafava and 
Bignami, which take into account not only 
the experience of older practitioners, but 
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the results of the investigation before and 
since the parasitic cause, are briefly as 
follows: 

“In the double tertian, and in the triple, 
and even in the double quartan, the indi- 
cations are properly met when quinine is 
given in the dose of 15 to 18 grains, dur- 
ing the period of apyrexia, in such a man- 
ner that the largest dose shall be adminis- 
tered three or four hours before the at- 
tack. The same dose is repeated three or 
four days following, and in order to avoid 
relapses, it should be repeated every six 
days for a month or more.” 

The explanation of the great efficacy 
of quinine when given just before the at- 
tack is to be found in the fact that its 
action is displayed most powerfully when 
the young parasites are free in the blood, 
and therefore most easily affected by the 
remedy. 

“In the simple tertian and quartan, and 
also in the double quartan, especially in 
recent infections, it will be found useful 
to give the same dose of quinine at the end 
of the attack and to repeat it six or four 
hours previous to the hour at which the 
other attacks usually began. The first 
administration at the end of the attack 
is justified by the knowledge of the fact 
that quinine also acts upon the young 
endoglobular parasites, especially those 
of the tertian; and that when the drug is 
given during this period of the life cycle 
of the parasites, although it may not pre- 
vent the attack, it will at least make it 
milder, shorter, and even abortive in its 
type. This is an advantage not to be 
despised. The further treatment of sim- 
ple and double quartan and of simple ter- 
tian is the same as that of the more com- 
plex types. In estivo-autumnal 
fevers, whether the tertian or quotid- 
ian, if the symptoms or the condition of 
the parasite do not demand an immediate 
administration of quinine, it should be 
given toward the end of the attack in a 
large dose, 1.5 or even 2 gm., the same 
dose to be repeated for three or four con- 
secutive days. Since the periods of 
apyrexia interposed between the attacks 
in the summer-autumn tertian and quotid- 
ian are short, the first administration of 
quinine should be during the few hours 
preceding the expected attack. The ad- 
ministration of the medicine on the suc- 
ceeding days is for the purpose of pre- 
venting further attacks; and to prevent 


relapses the same treatment is followed 
as in the other types of fever—that is to 
say, a dose of 1.2 gm. of quinine is given 
every six days for several weeks. 

“In fevers with pernicious symptoms, 
and in cases in which the condition of the 
parasites gives warning of a pernicious 
attack, quinine should be immediately 
given in a 30-grain dose by hypedermic 
injection (in the other fevers, unless the 
condition of the digestive tract forbid, it 
is administered by the mouth). This 
initial dose is followed at intervals of 
from six to eight hours by doses of I gm. 
or less, according to the course of the 
fever. Subsequent treatment directed to 
the prevention of the relapses is the same 
as in other forms of the infection. It has 
been held that we should wait until the 
fever subsides before giving quinine; but 
although that might be proper in the sim- 
ple fevers, in pernicious infection the 
remedy should be given as soon as possi- 
ble, for to await the period of apyrexia, 
especially in prolonged attacks and in sub- 
continuous forms, would be to run the 
chance of being too late.” 

Quoting again from Marchiafava in 
regard to the relapses he says: “Re- 
lapses, as we know, are due to the fact 
that the parasites which have survived 
the spontaneous recovery, or the cure due 
to the quinine, continue to multiply until 
they become sufficiently numerous to pro- 
duce the fever. Now small daily doses 
of 3 to 3% grains will not prevent the re- 
lapse, just as they will not check the at- 
tack; while a large dose given at intervals 
of several days, and preferably within a 
few hours of or at the time when the at- 
tack used to appear, will interrupt the 
development of the parasitic cycle which 
is preparing to bring about another attack. 
Indeed, it is presumable that about the 
same amount of quinine in the blood is 
necessary to arrest the life of the parasites, 
whether these be few in number or 
whether there be enough of them to cause 
fever. Quinine then should be adminis- 
tered at the right time and in the proper 
doses taken within a brief period; at the 
right time, because its greatest activities 
are developed just when the parasites are 
the most vulnerable; in certain dosage, 
and all within a brief period, because if 
the amount is insufficient, or if it is suf- 
ficient but is broken up into small doses 
taken at too long intervals, we shall not 
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obtain the concentration of the remedy in 
the blood necessary to the destruction of 
the parasites. Moreover, when quinine is 
taken without regularity in insufficient 
doses and at too long intervals, the fever 
becomes irregular and even rebellious to 
regular treatment instituted later, as if 
the parasites had become used to the ac- 
tion of the quinine.” He goes on to ex- 
plain that where quinine is taken in this 
irregular manner, and insufficient doses 
without medical guidance, is the explana- 
tion of the so frequent occurrence of per- 
nicious and obstinate fevers. 

If I were to attempt to criticize this 
outline of the treatment of malaria as 
given by Marchiafava and Bignami, it 
would be rather on the insufficiency of de- 
tails in regard to the use of other reme- 
dies. For example, nothing is said in re- 
gard to the use of calomel or emetics, and 
too little attention is given to the use of 
iron, arsenic, regulation of the diet, meas- 
ures for overcoming constipation, pro- 
tection against subsequent infections, and 
other measures of very great importance. 
Incidentally it is mentioned that laxatives 
may be useful in certain cases, but no- 
where are mercurials spoken of for that 
purpose. I am sure it is the experience 
of a large number of physicians in the 
United States, who have malaria to treat, 
that calomel ranks next to the salts of 
cinchona as a remedy in most all forms 
of malarial fever, and for the following 
reasons: A pathological condition which 
is almost always present is a passive con- 
gestion of the abdominal viscera, result- 
ing in impaired secretion, imperfect ab- 
sorption, frequently nausea, vomiting, 
diarrhea, constipation, imperfect diges- 
tion and assimilation; in fact, a host of 
symptoms due to impaired functions of 
the digestive organs and autointoxication 
resulting in diminished resisting powers, 
and frequently preventing the action of 
quinine by interfering with its absorption. 
Illustrating the frequency with which 
quinine is not absorbed from the stomach 
in malarial cases, and the importance of 
knowing that the absorption has taken 
place before relying upon the therapeutic 
test, I beg to quote briefly from a report 
of mine on enteric and other fevers: 

“Referring again to the importance of 
quinine as a therapeutic test, one fact 
should be borne in mind, viz., that in or- 
der that the test may apply, it is essential 
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that thorough cinchonism should be pro- 
duced. The stomach may be in such an 
irritable condition that the quinine may 
at once be rejected, or even when retained 
absorption does not occur, for though 
the patient may vomit frequently and eject 
large quantities of fluid, yet the stomach 
may contain an astonishing amount. 

“A case of pernicious malarial fever 
of the hematuric variety occurring in my 
service last summer illustrates this fact. 
The patient was nearly moribund when 
he entered the hospital. The microscope 
revealed at once the pernicious character 
of the fever. Excessive thirst was pres- 
ent, though large quantities of water were 
drunk, and vomiting was almost inces- 
sant. Hypodermic medication was re- 
sorted to, but the patient was too far gone 
to be saved. The autopsy revealed the 
utter futility of depending upon the stom- 
ach as an avenue for the introduction of 
medicine in such cases. In spite of the 
repeated and profuse vomiting, the stom- 
ach contained nearly two quarts of green- 
ish, acrid fluid. What good is there in 
pouring quinine into such a receptacle? 
Here we have an explanation of the fail- 
ure of quinine in many cases; it never 
reaches the blood, where its work is to be 
done, either being ejected from the stom- 
ach or remaining in it unabsorbed. What 
is the remedy for this condition? The 
case may be an urgent one. We have no 
time to wait until the stomach can be got 
into a condition where absorption is pos- 
sible. Repeated emesis is, as we have 
seen, no sign of an empty stomach; thor- 
ough emptying and washing out of the 
stomach would improve the condition, but 
still irritability and vomiting may con- 
tinue. The remedy is complete cinchon- 
ism, destruction of the malarial organisms 
and prevention of their reproduction by 
the hypodermic injection of quinine, sub- 
cutaneous or intravenous as the emer- 
gency of the case may demand. The arm- 
amentarium of no physician who practices 
in a malarial district is complete without 
a hypodermic syringe and some prepara- 
tion of quinine fit for hypodermic use. 

“The stomach in a vast majority of 
cases being the avenue for the introduc- 
tion of quinine into the blood, we can see 
how important it is that this organ shall 
be in a condition to facilitate absorption. 
Unquestionably the failure to cure and the 
loss of life in pernicious cases has been 

















due in many instances to failure to bear 
this fact in mind; and all methods which 
will facilitate absorption are of para- 
mount necessity.” 

In the quotation above I referred inci- 
dentally to the necessity of empyting the 
stomach by emetics, or of washing out 
that organ. There are many cases where 
these means are of value; hence the wis- 
dom of the older practitioners of giving 
emetics, which treatment has to a great 
extent fallen into desuetude. The thor- 
ough emptying of the stomach of undi- 
gested food, or washing it out by means 
of the stomach tube, will help to place it 
in such a condition as to enable it to per- 
form its functions of absorption. It goes 
without saying that in every case where 
malignancy is suspected, or known to be 
present, by microscopic examination of 
the blood, the physician should not wait 
to prepare:the stomach for the adminis- 
tration of quinine by that organ, but 
should resort at once to hypodermic medi- 
cation. In the meantime the stomach 
should be prepared by the above men- 
tioned means and by the administration of 
mercurials. And here comes in the great 
value of calomel, which is the best prep- 
aration of mercury in_ such cases. 
Whether calomel acts upon the liver or 
not, we recognize the fact that this rem- 
edy is one of the best intestinal antisep- 
tics; that it mildly and gently acts upon 
the entire alimentary canal, sweeping out 
its contents from the duodenum down- 
ward, relieves the headache, cleanses the 
tongue, and places the entire alimentary 
canal in a better condition for the per- 
formance of its functions. All of the evils 
of calomel, its drastic effects, when given 
in excessive doses, the danger of saliva- 
tion, may be avoided by proper combina- 
tion and dosage. In many cases very 
small doses, 1-6 to I-2 grain, frequently 
repeated, will produce the desired effect, 
without producing nausea or any.disagree- 
able symptoms. In fact doses of 1/10 
grain, frequently repeated, is one of the 
best remedies we have to relieve nausea 
and vomiting. In most cases I have made 
it a habit of using larger doses than 
above mentioned, giving adults 2 grains 
every three hours until three doses are 
taken—in some instances giving as much 
as 5 grains at a dose, and in some, where 
the bowels are especially hard to move, 
T advise a combination with resin of podo- 
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phyllum in about 1-4- or I-3-grain doses. 
As to the time of the administration of 
calomel, it is not necessary to give it prior 
to the administration of quinine, or to 
wait for its action before giving the lat- 
ter. It is a frequent practice with me to 
combine the calomel with the quinine in 
the first prescription; then when the next 
dose of quinine is to be given, the stom- 
ach is in a better condition to receive it 
so that absorption may take place. Of 
course, it is understood that each case 
should be judged upon its own merits, and 
the remedy given as the symptoms may 
indicate. The point to be emphasized is 
that calomel should not be relegated to the 
limbo of forgotten remedies, but in its 
own sphere, as indicated above, it is valu- 
able in a large proportion of cases, and 
fulfils certain indications which could not 
be so well produced by any other remedy. 

The rules above quoted from Marchia- 
fava for the treatment of ordinary cases 
of malarial fever are sufficiently explicit 
and need not to be repeated. The funda- 
mental principle involved is to obtain 
thorough cinchonization for the destruc- 
tion of the parasites and to prevent their 
reproduction. When from any cause 
whatever the stomach is not available for 
that purpose, then hypodermic injection 
should be resorted to. It is unfortunate 
that most of the salts of quinine, on ac- 
count of the free acids they contain, are 
apt to be irritant and are liable to produce 
inflammation and abscess. These evil 
results, however, are to be avoided by 
thorough asepsis; perfect solution of the 
quinine salts, and the use of those which 
are the least irritant, as the carbamide 
of quinine and urea, and the bisulphate 
or hydrochlorate. The dosage should be 
measured by the intensity of the infec- 
tion. In most cases IO to 15 grains, re- 
peated at intervals of three to four hours, 
is sufficient. 

Before speaking of preventive measures, 
I wish to say a few words in regard to 
the treatment of the paroxysm. The dis- 
comfort of the rigors can be most rapidly 
relieved by the hypodermic injection of 
% grain of morphine with 1/100 grain 
of atropine, or the same thing can be ac- 
complished by a hot mustard foot-bath, 
hot lemonade, and some of the coal-tar 
antipyretics. The latter reduces the tem- 
perature, relieves the headache, pains in 
the back, and other discomforts. In those 
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cases where the temperature is high, the 
subsidence of the fever may be hastened 
by the use of cold sponging or the gradu- 
ated cold bath and ice-cap to the head. 
The patient should be kept under the in- 
fluence of the quinine for several days. 
The evidence of the breaking of the par- 
oxysms having been furnished, the return 
of the paroxysm should be anticipated by 
thorough cinchonization just prior to the 
next expected attack. In the meantime 
the patient should be placed upon recon- 
structive tonics, namely, iron, arsenic, and 
nux vomica. I shall not attempt to indi- 
cate the various preparations of iron or 
combinations of these different agents 
which may be used. A favorite prescrip- 
tion of mine is as follows: 


R Acid arsenosi, 
Strychnine sulphatis, 44 gr. j; 
Chinoidin purificati, 3ijss; 
Ferri sulphat. exsiccat., 3ss. 
M. et div. in pil. No. xxx. Sig.: One to be 
taken three times a day after meals. 


If there is any reason to suspect consti- 
pation, to this prescription may be added 
one grain of resin of podophyllum. There 
is no question that in many cases of ma- 
larial fever we must closely watch the 
elimination, and thus prevent the accumu- 
lation of effete materials which tend*to re- 
duce the resisting powers of the individ- 
ual, rendering him more liable to relapse. 
Hence it is necessary in every case of ma- 
larial fever to closely watch the condition 
of the alimentary canal and see that it is 
kept in good condition. I have already 
spoken of the use of calomel for this pur- 
pose and of its unique power. Other pur- 
gatives or combinations are of great value. 
If there is any reason to suspect the stom- 
ach of not being in good condition for the 
absorption of capsules, the arsenic may be 
given in solution. For the prevention of 
the return of malarial fever and for the 
reconstruction of the blood, this remedy 
is invaluable and should be given in full 
doses, and continued for several weeks. 
Iron in some form—the ordinary tincture 
of the chloride, the dried sulphate, or 
some of the newer preparations—may be 
given in full doses. 

It goes without saying that whenever 
possible the patient should be protected 
from the Anopheles mosquito by proper 
screening and the use of bars. In severe 
cases and those with a tendency to recur- 





rence, the patient should if possible be 
removed to an uninfected locality. 

As regards reconstruction of the blood 
and restoration of the patient’s resisting 
powers, the measures I have already 
spoken of are sufficient for this purpose, 
to which should be added the careful reg- 
ulation of all the functions of the body, 
the avoidance of unhygienic conditions 
and surroundings; the cold bath in the 
morning and a cup of hot coffee before 
getting up are both useful measures. Ex- 
posure to the hot sun, getting wet, over- 
eating, and all dietetic errors should be 
avoided. Plain, simple, easily digested 
foods should be used. 

And now a few words in regard to the 
treatment of pernicious cases. As prev- 
iously mentioned, there are no circum- 
stances where a physician is placed under 
greater responsibility than in the treatment 
of pernicious fever. Of course the main 
thing is to recognize what he has to deal 
with, and having done this the indica- 
tions are to bring about reaction and pro- 
duce thorough cinchonization, in order to 
destroy the parasites and prevent repro- 
duction of successive colonies. There are 
few diseases more insidious than the al- 
gid forms of malarial fever. Every phy- 
sician called upon to treat these cases 
should study their symptomatology in 
some of the old books, where the descrip- 
tions are more graphic than in the newer 
ones. However, on this phase of the sub- 
ject I cannot dwell. A flagging circula- 
tion is the most appalling symptom, and 
the most powerful measures to restore 
it are urgently required. Hypodermic 
injections of atropine, strychnine, musk, 
and camphor are useful. A hot mustard 
bath, alternating with the cold douche, 
friction to the surface, and rubbing from 
the periphery toward the center are also 
of great value in assisting the capillary 
and venous circulation. Alcoholic stim- 
ulants in small doses are useful for the 
purpose of maintaining a failing heart, 
and if necessary they may be used hypo- 
dermically. In comatose cases, where 
the brain is the principal organ involved, 
similar measures are useful. 

The important thing is to recognize the 
milder manifestations, the disposition to 
stupor and sleep, which comes on periodi- 
cally and is the forerunner of the more 
dangerous coma. Prompt cinchonism 
will often avert the latter, and a well ad- 




















vanced coma can be overcome by hot mus- 
tard foot-baths, wrapping the patient in 
blankets wrung out of hot water, cold ap- 
plications to the head, and cold douches. 
In regard to the malarial hemoglobin- 
uria, and the vexed question of the ad- 
ministration of quinine in such cases, I 
shall have very little to say, as this portion 
of the subject will receive attention from 
two of the gentlemen to take part in the 
discussion. I shall only express the opin- 
ion that the evidence to me is conclusive 
that under certain circumstances qutin- 
ine should not be used in these cases, as 
a single dose is capable of bringing about 
a condition of hematuria. It will not do 
to dogmatize by saying this is a form of 
malaria and therefore quinine should be 
used. A matter frequently overlooked in 
the treatment of these cases is that many 
of them are of uremic origin, and should 
receive treatment directed to that end, 
namely, free elimination from the bowels 
and the skin, avoidance of stimulating 
diuretics, which would only have the ef- 
fect of increasing the congestion of the 
kidneys and embarrassing their functions. 
The medication in these cases has to be 
largely hypodermic, as the stomach is so 
often irritable and unable to retain any- 
thing which may be introduced into it. 
In conclusion I wish to say a few words 
in regard to the treatment of the estivo- 
autumnal types of fever. There are sev- 
eral varieties of this type requiring dif- 
ferent measures of treatment. The so- 
called continued malarial fever, of which 
Case I mentioned above is an example, is 
not infrequently met with. Where the 
fever is of a low type and the symptoms 
are so often obscure, it is only by a very 
careful use of the remedies hereinbefore 
mentioned, with a careful and systematic 
use of all the measures to restore func- 
tional activity of the secretory organs of 
the alimentary canal, and protection from 
the infected mosquito, that a cure will ul- 
timately be brought about. In regard to 
the ardent remittent fevers so graphically 
described in the older text-books, in my 
opinion such forms are not as prevalent 
as formerly. At the most I can recall but 
few examples, after having had a long 
hospital experience, and having patients 
from neighboring river bottoms of Texas, 
from South America, and from Africa. 
There is no doubt that many cases for- 
merly diagnosticated as malarial remit- 
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tent fever, which resisted the action of 
quinine, were really cases of typhoid fever. 
Malarial cases as a rule will yield to thor- 
ough cinchonization. Fevers persisting 
in spite of thorough systematic use of 
quinine are to be regarded with suspicion. 
In treating the genuine malarial remittent, 
in addition to the requisite cinchonization, 
refrigerant methods are useful. The use 
of coal-tar antipyretics, in appropriate 
doses, cold sponging, the cold pack, the 
cold bath, and ice-cap to the head are all 
helpful measures. In all of these cases 
there is nearly always a very coated 
tongue, foul breath, constipation, and 
other evidences of impaired secretion of 
the alimentary canal. Such cases require 
the use of calomel, of course avoiding 
excessive purgation, or any of the evil ef- 
fects of this remedy. That careful nurs- 
ing and the regulation of the diet should 
be obtained goes without saying. 





SUBSTITUTES FOR QUININE IN THE 
TREATMENT OF MALARIAL FEVER. 





By Joun T. Moore, M.D., 


Galveston, Tex. 





In entering upon the discussion of sub- 
stitutes for quinine and other derivatives 
of cinchona and their various combina- 
tions with other agents, I do not wish to 
be understood as counting them superior 
or even equal to quinine. Quinine is a 
specific drug in its action upon the plas- 
modium of malaria, and there are but few 
instances in which I would even suggest a 
substitute. There are quite a number of 
drugs that I would consider a distinct aid 
in the treatment of malarial infection, but 
I know of but one drug in addition to 
quinine that is distinctly parasiticidal 
in its action upon the plasmodium, and that 
is methylene blue. There is, however, one 
other drug which should be mentioned— 
arsenic—its value in the treatment of ma- 
laria being so thoroughly established. 

Guttmann and Ehrlich in 1891-1892 
were led to the use of blue from observing 
that methylene blue not only stained the 
parasites in fresh blood, but that it rapidly 
destroyed their movement. They success- 
fully treated several cases with this drug. 
Others soon began its use, and later quite 
a number of observers came out in testi- 
mony of its value, among whom may be 
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mentioned Thayer, Parewiski, Sanchwick, 
and others. 

In 1902, in order to determine some- 
thing of its value, Dr. Allison and my- 
self studied twenty cases of malaria, giv- 
ing alternate cases methylene blue and 
quinine. Our conclusions were as fol- 
lows: 

1. Methylene blue will destroy malarial 
parasites in many cases, but is less certain 
than quinine. 

2. Methylene blue is probably most 
valuable in chronic cases, but has no ad- 
vantage over quinine. 

3. The effects of methylene blue are 
ordinarily more unpleasant than quinine. 

4. It is useful in cases that cannot take 
quinine on account of some idiosyncrasy 
to it. Its use in cases of pregnancy is un- 
determined. 

5. It is probably valuable in treating 
hematuric and hemoglobinuric fevers on 
account of its diuretic action; this has 
yet to be determined. We have had no 
chance to test its use in such cases. 

6. We believe that quinine is quicker 
and much more certain, and would rely 
upon it rather than upon methylene blue. 

Where there is a known idiosyncrasy 
to quinine, methylene blue, medicinally 
pure, should be given in doses of 3 to 5 
grains every four to six hours, in a cap- 
sule, combined with 1 to 2 grains of pow- 
dered nutmeg. Ordinarily there will be 
no unpleasant features, but in some cases 
there is a burning on micturition, and now 
and then nausea and headaches. 

Methylene blue acts more certainly in 
chronic forms of malaria than in the acute 
tertian and quartan fevers. Iwanoff 
(Deutsche medicinische Wochenschrift, 
1901) found that methylene blue acted 
upon the protoplasm of the young tertian 
parasites, but not upon the nucleus or 
chromatin of the older forms of parasites. 

I have not yet had an opportunity to 

‘test the efficacy of methylene blue in hem- 
aturia and hemoglobinuria, but would be 
disposed to give it a thorough trial should 
the opportunity arise. Theoretically it 
ought to be of value, unless methylene 
blue is too active as a diuretic. 

-Methylene blue is thought to be a safer 
remedy in cases of pregnant women, but 
here again there is room for doubt, as De 
Blasi, of Italy, claims that it causes pain- 
ful contractions of the uterus in pregnant 


women. 





In neuralgias, especially those of the 
malarial origin, methylene blue is very 
valuable, and I am sure that in a case of 
neuritis it would act well. 

In conclusion, I speak of arsenic, a drug 
which is known to be of great service in - 
the treatment of chronic malaria, either 
separately or in combination with quinine 
or methylene blue. I have been in the 
habit of using Fowler’s solution almost 
exclusively, beginning with a small dose, 
say about 2 to 5 minims, and increasing 
it gradually until there is noticed a slight 
puffiness of the lower eyelid, and then 
stopping for a few days. It should be 
taken up in three or four days, and given 
in the same way. In giving arsenic for 
a long period one must remember that 
poisoning may occur from its administra- 
tion. I think it better to combine arsenic 
and iron with quinine in the treatment of 
chronic cases of malaria and in the ma- 
larial cachexias. 





THE TREATMENT OF MALARIAL HEMO- 
GLOBINURIA WITH QUININE. 





By J. W. McLaucuuin, M.D., 


Galveston, Tex. 





The conflicting and often opposing re- 
sults which physicians of equal experience 
and accuracy of observation have obtained 
from quinine salts in the treatment of ma- 
larial hemoglobinuria cannot possibly be 
the result of faulty observation. I can- 
not conceive how a large number of 
watchful, intelligent observers in different 
districts, and different countries, can be 
in error when they say that they have suc- 
cessfully treated hundreds of cases of ma- 
larial hemoglobinuria with quinine, and 
that they have obtained only beneficial re- 
sults from its use. On the other hand, it 
is impossible to doubt the accuracy of 
observation or the correctness of judg- 
ment of physicians, equal to the former 
in intelligence, in professional learning, 
and in experience, who state from per- 
sonal observation that the effects of quin- 
ine salts in malarial hematuria are harm- 
ful to the patient, even jeopardize his life, 
and usually, some observers say always, 
increase the bloody urine, if already exist- 
ing, or bring it on if absent when the 
quinine was given. In the face of such 
conflicting evidence the judicial observer 
is forced to believe that both sides are 

















partly right, and both necessarily are part- 
ly wrong; that there is a condition or 
phase of the disease curable by quinine, 
and a condition or phase of the disease in 
which quinine is harmful. 

The name malarial hemoglobinuria im- 
plies that the disease is a type of malar- 
ial fever, and that its essential cause is one 
or more species of the malarial parasite, 
and as a matter of fact the parasite, 
usually but not invariably the _ estivo- 
autumnal variety, has been found in the 
blood of the living, or in the spleen or the 
bone-marrow of the dead from the dis- 
ease. Koch, however, in his investiga- 
tions in the German colonies, in Africa, 
claimed that the malarial parasite could 
not be found in a large majority of the 
numerous cases he examined. An inquiry 
into the history and geographical distri- 
bution of malarial hemoglobinuria reveals 
facts that are seemingly against the claim 
of its malarial origin. I will not occupy 
time by going into historical details of the 
subject, but will select for illustration a 
few examples. The two diseases, malaria 
and hemoglobinuria, differ in geographi- 
cal distribution; the first is wide-spread, 
while the latter is peculiarly limited in dis- 
tribution. It is found in Africa, on the 
east and west coast, the Congo, Mada- 
gascar, and Sierra Leone, but has never 
been known in Algeria, says Laveran, 
where grave forms of malaria abound. 
It is found in French Guiana, Venezuela, 
the West India islands, and Cuba, but 
is practically unknown in Brazil, and is of 
rare occurrence in the Philippine Islands. 
It prevails in Greece, Sicily, and in Cen- 
tral Italy, but is not known in the Roman 
Campagna, the home of pernicious ma- 
laria. In our own country, malarial fev- 
ers, mild and severe, have prevailed since 
the first settlement, and quinine has been 
extensively used in the treatment. But 
malarial hematuria is a comparatively re- 
cent disease. It was not known, or but 
rarely met with, until since the close of 
the Civil War. I saw the disease soon after 
its first appearance in the settlements 
along the Colorado River, near La Grange, 
in the years of 1868-9; and I wish to say, 
by the way, that I successfully treated a 
large number of cases with full doses of 
quinine. 

The historical facts which I have re- 
lated bear me out in the belief that the es- 
sential cause of malarial hemoglobinuria 
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is an unknown microorganism, and that 
the malarial parasite occupies the subor- 
dinate position, although a very common 
and perhaps necessary one, of associate. 
It is indeed probable that the syndrome 
of hemoglobinuria is the clinical expres- 
sion of infection by two distinct species 
of microorganisms, of which the parasite 
of malaria is one. 

Hemoglobinuric fever has been found 
in association with the tertian parasites, 
and the type of fever and the occurrence - 
of hemoglobinuria have been distinctly 
intermittent. In these cases quinine is al- 
ways indicated, and will arrest both the 
fever and the hemoglobinuria. 

Hemoglobinuria has also been found in 
association with the quartan parasite, and 
the fever and hemoglobinuria occur to- 
gether in the quartan paroxysms. In these 
cases also quinine will promptly arrest 
both the fever and the hemoglobinuria. 

In a large majority of cases of hemo- 
globinuria the associated malarial parasite 
is of the estivo-autumnal variety, and the 
fever and hemoglobinuria are both period- 
ical, with short and often indistinct re- 
missions. When in these cases the hemo- 
globinuria develops during the height of 
the infection, and parasites are found in 
the blood, quinine in my opinion is the 
remedy.. But when, in the estivo- 
autumnal infections with hemoglobinuria, 
the malarial infection has spent its force 
and the parasites have disappeared from 
the blood, but the hemoglobinuric fever 
continues—a not infrequent condition— 
quinine is not indicated, and its adminis- 
tration may be harmful to the patient and 
prolong the hemorrhage from the kidneys. 





THE USE OF QUININE IN MALARIAL 
HEMOGLOBINURIA. 





By W. Suropsuire, M.D., 


Yoakum, Texas. ’ 





In discussing the use of quinine in the 
estivo-autumnal fevers, we have to con- 
sider, first, Is the remedy efficacious in this 
fever—in other words, will it kill the 
estivo-autumnal parasites? and secondly, 
What contraindications are there to its 
administration ? 

Taking up the first portion of the sub- 
ject, I do not hesitate to say without the 
fear of even contradiction that quinine 
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properly administered, so that it gets into 
the general circulation in adequate doses, 
will kill the estivo-autumnal parasite. It 
has done so in countless thousands of 
cases during the past three hundred years, 
and has been accorded that property ever 
since the parasite has been known by all 
thoughtful and competent observers, 
hence this portion of the consideration re- 
solves itself into what is an adequate dose, 
and how it can be put into the general 
circulation. An adequate dose for the 
average adult is by most physicians esti- 
mated as not less than 30 grains per day, 
whether given in small doses frequently 
repeated, or in a single dose. There is 
some question as to getting the quinine 
into the blood, as in this disease the liver 
is without exception so congested that the 
portal circulation is practically nil. Con- 
sequently, the absorbent power of the 
stomach is abolished, and even if not en- 
tirely so, the difficulty of keeping the quin- 
ine on the stomach in this condition, when 
almost incessant vomiting is the rule, 
makes that route for the introduction of 
quinine impracticable; hence it remains 
for us to give the drug hypodermically 
or intravenously, which method has given 
by far the least death-rate in the few hun- 
dred cases that I have been able to get re- 
cords of. 

Taking up the second division of our 
consideration, that of contraindications, I 
will say that but two have ever been of- 
fered that merit any consideration. The 
first is that quinine irritates the already 
congested kidneys, thereby aggravating 
the condition. This is so strongly contro- 
verted by the facts that quinine does not 
do so in cases of-malarial nephritis, where 
it promptly relieves the symptoms of kid- 
ney inflammation, and in other forms of 
the trouble where albuminuria is present, 
that further discussion of it is deemed 


a waste of valuable time. The second 
supposed contraindication, that main- 
tained by Dr. Krauss, of Memphis, 


and some of his collaborators, needs some 
further observation to thoroughly refute 
it. It is that malaria places in the blood 
one of the elements necessary to form a 
poison that will produce hemolysis of the 
blood, and that quinine forms the comple- 
ment of that element, thereby producing in 
the blood a poison that destroys it; and 
that the hemoglobinuria is the free hemo- 
globin excreted by the kidneys from the 
blood, after it has been separated from 


the blood cell by that poison and is free 
in the plasma. I do not for a moment 
believe that this position is correct, or 
that the condition is due to the entire sep- 
aration of the hemoglobin from the cells 
of the blood current. I am of the opinion - 
that the cells are so weakened that they 
part with their coloring matter easily 
because of the malarial poison, and that in 
this form the particular point of conges- 
tion is the kidneys. Therefore the blood 
parts with its coloring matter, and we 
have a hemoglobinuria instead of hema- 
turia. The cells, as it were, are filtered 
out from the coloring matter while it is 
carried off in the urine. 

The fact is that in nearly all cases that 
have the disease, or condition, and have 
quinine administered hypodermically, or 
adequately, the coloring matter leaves the 
urine. A far greater percentage recover 
than where the quinine is withheld in the 
treatment of the condition. 





THE TREATMENT OF MALARIA IN CHIL- 
DREN. 





By S. C. Rep, M.D., 


Houston, Texas. 





In compliance with the request of Dr. 
West to say something “pointed and con- 
cise” on the treatment of children for ma- 
laria, I wish to say that I have prepared 
no formal paper, as the others seem to 
have done, but desire to give my individ- 
ual experience during fifteen years of 
practice. I do not claim to be a specialist 
in diseases for children, and do not see 
why he called upon me, unless it should 
be that all general practitioners are con- 
sidered specialists in diseases of women 
and children. In such a sense only might 
I be considered a specialist in that line. 

It is not my intention to make any dis- 
tinction between infancy and childhood, 
the treatment in each instance being the 
same. The first indication is a purgative. 
For this purpose I have been in the habit 
of using mild chloride of mercury, rub- 
bed up with sugar of milk, or bicarbonate 
of sodium. This comes as near being an 
ideal purgative in such cases as I know of, 
it being both a laxative, diuretic, and anti- 
septic at the same time. The specific, 
which you all know, in such cases is some 
alkaloid of calisaya bark. The one I have 
been in the habit of using is sulphate of 
cinchonidia, for the reason that it produces 




















less pronounced impression upon the ner- 
vous system, gives rise to less tinnitus, 
less giddiness, and less tachycardia. The 
method of administering it is sometimes 
a matter of considerable concern. In ma- 
larial fever the stomach is sometimes very 
sensitive and readily expels anything 
placed therein. Syrups particularly seem 
in some instances to disagree, and as al- 
most all the tasteless preparations of cal- 
isaya salts have for their basis syrups, we 
are frequently forced to use something 


else. Capsules in many cases are imprac- 
ticable. We then have to resort to inunc- 
tions. For this purpose I have found an 


inunction of cinchonidia sulphate and lan- 
olin the most satisfactory. Lanolin is 
readily absorbed through the skin, and 
therefore absorbs and carries the salt with 
it. By this method there is no doubt of 
getting the constitutional effect. In par- 
ticularly stubborn cases resort has to be 
made to placing dry cinchona salt upon 
the tongue. As an adjunct to this special 
treatment, cold baths and a general nutri- 
tious diet is about all that is required. 
Tonics are not of any special consequence 
in the after-treatment of the disease, for 
the reason that the recuperative powers 
of children are naturally very great. For 
that purpose I have often prescribed 
elixir of calisaya. 

The foregoing is a brief outline of what 
I have been doing for malaria in children. 





RECENT PROGRESS IN THE DIETETIC 
TREATMENT OF TYPHOID FEVER. 
At a recent meeting of the Medical So- 

ciety of the State of New York a number 

of valuable papers on this disease were 
presented, and the Medical News of Octo- 
ber 24, 1903, has summarized some of the 
views in the following words, which we 
are glad to publish because we have re- 
peatedly expressed similar opinions in our 
editorial columns. With regard to treat- 
ment, the most important feature of pro- 
gressive therapeutics is a growing ten- 
dency not to limit the diet of typhoid 
fever patients as exclusively to milk as 
has been hitherto the case. As has been 

frequently pointed out, while milk is a 

liquid food when swallowed, it does not 

remain liquid in the stomach, but is at 
once coagulated into masses which, under 
certain circumstances, are quite hard. As 

a matter of fact, patients fed exclusively 

on milk pass a considerable amount of fe- 
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cal material in a semisolid condition. The 
addition of cereals to the milk usually is 
very grateful to the patient and does not 
seem to add any special danger of produc- 
ing complications. Not so long ago the 
cereals were thought to be likely to pro- 
duce fermentative conditions in the in- 
testinal tract which led to discomforting 
tympanites. The practically universal ex- 
perience of prominent specialists in chil- 
dren’s diseases, however, seems to show 
that on the contrary the addition of cere- 
als to the milk in the dietary of children 
lessens the tendency to fermentation, and 
that somehow the acids produced during 
the course of cereal digestion have an an- 
tiseptic effect and actually lessen the ten- 
dency to gas formation. This has now 
become the generally accepted teaching in 
pediatrics, and on the strength of it milk, 
for infant feeding, is nearly always di- 
luted with barley water or some other ce- 
real solution that does not allow its coagu- 
lation into solid lumps in the stomach. It 
would seem only proper then that the gen- 
eral practitioner should take advantage of 
this important dietetic principle in the care 
of his typhoid fever patients. 

There is no doubt, moreover, that cer- 
tain meat preparations, which are very 
much craved by typhoid fever patients and 
which may be administered in the form 
of soups, are not only likely to add im- 
portant elements almost necessary for the 
lowered nutrition of the patient, but form 
also very valuable adjuncts for the diges- 
tion of food materials in such a way as 
not to inconvenience the patient. A mixed 
diet is relished, and its digestion is ac- 
companied by less subjective discomfort. 
Under these circumstances it is not so 
difficult to keep vitality almost up to the 
normal standard and thus lessen the dan- 
ger of complications, relapses, and se- 
quele. It is now generally recognized 
that the lowered resistive vitality conse- 
quent upon an exclusive milk diet in a pa- 
tient who does not digest milk well rather 
predisposes to hemorrhage and perfora- 
tion, both of which are reported in many 
cases where nothing but milk was exhib- 
ited from an early stage of the disease. 
With any diet the physician must take it 
as a rule to see the stools every day and 
judge of their possible irritating influence 
by actual inspection rather than from any 
theoretical considerations as to the harm- 
lessness of a special diet. 
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Leading Articles. 








THE SYMPOSIUM ON MALARIAL FEVER. 





We publish in this issue of the THERA- 
PEUTIC GAZETTE an interesting sympos- 
ium upon the treatment of remittent and 
intermittent and malarial fever. These 
articles are written by men in the South 
and Southwest who are leaders in medical 
thought in their districts and who have 
had large experience in the treatment of 
these infections. For these reasons they 
are competent to describe the advantages 
which can be obtained by employment of 
plans of treatment in addition to the use 
of quinine, although quinine must of 
course continue to be the chief remedy. 
Much can be done at times to modify the 
severity of the symptoms presented by 
patients suffering from malarial infection 
aside from the direct specific influence 
which is exerted by quinine, and these 
papers help us to an understanding of 
these methods of relief. 


RENAL DECAPSULATION AS A REMEDY 
FOR BRIGHT’S DISEASE, FROM THE 
MEDICAL STANDPOINT. 





Attention has already been called in 
these pages to the suggestion that cases of 
Bright’s disease, so-called, may be favor- 
ably modified by performing an operation 
which consists in exposing the kidney and 
stripping it of its sheath. Eight years ago 
Mr. Reginald Harrison, of England, re- 
ported some cases of albuminuria in which 
he had relieved tension of the kidney by 
incising its. capsule, and more recently 
Edebohls has, as is well known, popular- 
ized this operation, and recommended that 
the capsule should be entirely removed. 
He has reported a series of cases number- 
ing 51, of which 29 had chronic interstitial 
nephritis, 14 chronic diffuse nephritis, and 
8 parenchymatous nephritis, and claims 
that in a considerable number of these 
cases the patient was distinctly improved 
by the operation. Death occurred in 14 
at periods varying from two months to 
eight years after operation, the average 
duration of life being one year and eight 
months after operation. He concludes 
that 39 of them were more or less bene- 
fited, and 19 completely cured. 

Our attention has once more been called 
to this important subject by an article of 
Dr. James Tyson which is published in 
the New York Medical Journal of Octo- 
ber 10, 1903, in which he reports the case 
of a girl of nine years suffering from 
chronic parenchymatous nephritis, follow- 
ing scarlet fever which had occurred five 
years before he saw her. The child was 
very dropsical, the heart’s action was 
feeble, the urine was heavily loaded with 
albumin, and microscopic examination re- 
vealed the fact that it contained granular 
casts and fatty renal cells. She had 45 
per cent of hemoglobin. Notwithstand- 
ing the fact that she was skilfully treated 
with cardiac tonics and by purgatives and 
hot packs, she did not materially improve, 
and her abdomen was tapped on more 
than one occasion for the relief of ascites, 
which was associated with her general 
dropsy. The patient was operated upon 
twice, it being considered unwise to strip 
both kidneys at the same operation. After 
the first operation the quantity of urine 
was enormously increased, the wound 
healed kindly, and the condition of the pa- 
tient somewhat improved. Two months 
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after the first operation the second kidney 
was attacked, and the child again prompt- 
ly recovered from the operation, the al- 
bumin diminished, but the casts apparent- 
ly were not materially altered in number 
or character. At the time that he reports 
the case the albumin was still present in 
the proportion of one-third volume, and a 
few hyaline casts were to be found in the 
urine, but more important than all, the 
patient seemed to be “the picture of 
health.” 

In our Progress columns of this issue 
will be found what Dr. Tyson has to say 
in regard to the pathological and physio- 
logical bearing of this operation. We 
confess that it is one which has never ap- 
pealed to us, and notwithstanding the 
good results which we have quoted, we are 
inclined to doubt whether it will ever have 
wide acceptance on the part of the pro- 
fession. Undoubtedly cases will arise in 
which congestion of the kidney may seri- 
ously impair its functional activity, and 
under these circumstances it is conceiv- 
able that slitting or removing the capsule 
may relieve the pressure upon the secret- 
ing portion of the organ, and permit it to 
carry out its normal function. But if we 
mistake not, the object of the capsule of 
the kidney is to support its parenchyma 
and blood-vessels whenever there is a ten- 
dency to undue stress upon them, and we 
fail to see how removing the capsule can 
more than temporarily relieve the pressure 
upon the secreting tubules and tufts. On 
the contrary, we should imagine that un- 
der these circumstances a far too great 
supply of blood in the kidney may ensue, 
for after all the capsule of the kidney 
bears to its blood-pressure somewhat the 
relation that is borne by the fibrous sheath 
of an artery. Again, it does not seem to 
us that this operation is based upon a com- 
plete understanding of the pathological 
processes which are present in chronic re- 
nal disease. Delafield, who, perhaps, has 
done more work in regard to the pathol- 
ogy of the kidney than any other investi- 
gator in this country, well points out that 
the changes in the kidneys which may be 
properly considered inflammatory are 
either exudative or productive, or both, 
and are associated with degenerative pro- 
cesses. So far as we know, there is no 
evidence to prove that these exudative or 
productive processes are in any way the 
result of undue confinement of the kidney 


within its sheath, and the degenerative 
processes which exist side by side with 
these inflammatory changes are certainly 
not solely due to circulatory change. Who 
of us can examine microscopically the con- 
dition of the kidney in chronic diffuse 
nephritis and imagine for a moment. that 
relieving pressure by stripping the capsule 
can materially improve the action of the 
tissues involved? For it is evident, under 
these circumstances, that the difficulty is 
not one of circulatory failure in the kid- 
ney, but that the secreting epithelium has 
undergone albuminous degeneration or 
other changes which prevent it from car- 
rying out its normal function. Further, 
an examination of the blood-vessels of the 
kidney often shows a chronic obliterating 
endarteritis. All these changes are changes 
which mean destruction. None of them 
seem to us to offer conditions which can 
be benefited materially by the relief of 
pressure, and if an increased supply of 
blood enters the kidney by reason of the 
capsule being removed, it is doubtful to 
our minds whether the pathological pro- 
cess does not proceed eventually as rap- 
idly as before the operation was under- 
taken. We think also that the fact 
must not be forgotten that in many, if 
not all, cases of chronic nephritis of either 
form there is associated with the renal 
change grave alteration in the cardiovas- 
cular system. It is true that some pathol- 
ogists have expressed the opinion that 
these cardiovascular alterations result 
from renal conditions, but on the other 
hand a number of equally prominent in- 
vestigators have expressed the belief that 
the changes in the kidneys and in the 
heart and blood-vessels are part and par- 
cel of the same pathological process, and 
if this is true a local renal operation can- 
not of course produce a cure. 

Since the preceding paragraphs were 
written we have been much interested in 
reading the valuable contribution on this 
subject made by Dr. Guiteras to the New 
York Medical Journal of November 7 and 
14, in which he has collected statistics con- 
cerning operations upon this class of cases 
in 120 instances. Dr. Guiteras reaches 
conclusions which we think are wise and 
conservative, and he throws a flood of 
light upon this question when he says: 
“Some patients recover and have perfect 
health for months or years after opera- 
tion. Usually those whose cases are di- 
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agnosticated as chronic interstitial nephri- 
tis and movable kidney in which one kid- 
ney is operated upon.” And again he 
says: “In a great many cases the edema 
persisted after the operation.” Now, it 
is well known that patients suffering from 
chronic interstitial nephritis often live 
for a number of years, not rapidly suc- 
cumbing as do cases of parenchymatous 
nephritis, and therefore it is perfectly pos- 
sible that the preservation of life in these 
instances was part of the natural history 
of the disease, and not due to the opera- 
tion itself, particularly when it is recorded 
that a great many patients showed “no 
improvement in the urine.” The fact, 
too, that the best results have been ob- 
tained in cases of movable kidney indi- 
cates that it is the fixation of the kidney 
and the consequent readjustment of a nor- 
mal renal circulation which is advanta- 
geous, rather than any effect exercised 
upon actual kidney disease. 

In analyzing Guiteras’s statistics it is 
seen that 16 per cent are reported as 
cured, 40 per cent improved, I1 per ceht 
unimproved, and 33 per cent deaths. But 
it must be remembered that of the so- 
called 16 per cent which were cured, it is 
exceedingly doubtful whether all of them 
were suffering from true nephritis of the 
chronic type. 

Death following the operation may 
arise from exhaustion, from uremic coma, 
from edema of the lungs, from acute dila- 
tation of the heart, and from exacerba- 
tions of chronic nephritis due to the oper- 
ation. Some patients had acute pyelitis 
after the operation. 

Guiteras concludes very wisely that 
chronic nephritis should not be operated 
upon until medical treatment has proved 
of no avail. The most unfavorable cases 
for operation are those of diffuse nephri- 
tis. He also states that the operation for 
chronic Bright’s which has proved least 
dangerous and which has shown the best 
result is nephropexy performed on a single 
movable kidney. He does not think that 
cases of general anasarca and “bad heart 
action” should be operated upon, and he 
also believes that where a marked destruc- 
tive process is present in the kidneys as 
the result of nephritis the operation can 
only be a temporary cause of relief. 

To the medical mind the conditions 
described by many of the surgeons who 
have operated upon these cases is cer- 


tainly nebulous. They. speak of the 
“edema of chronic interstitial nephritis,” 
When we all know that this is the type 
of the disease in which edema does not 
commonly occur. It is evident that the 
same degree of skill which is recognized 
as essential in operative technique shall © 
also be exercised in determining the exact 
character of the case which should be 
subjected to this radical plan of treat- 
ment, and until more definite statements 
are forthcoming to prove that so general 
a process as nephritis can be cured by 
stripping or incising the capsule we shall 
advise such patients against this proce- 
dure. 





ARE THERE ANY DANGERS IN THE USE 
OF ANTIDIPHTHERITIC SERUM? 





Occasionally we are in receipt of a com- 
munication inquiring as to whether it is 
possible for antidiphtheritic serum, if 
properly made, to produce symptoms suf- 
ficiently grave to make us regard this 
remedy with a degree of suspicion, and 
still more frequently we see articles or 
letters from medical practitioners pub- 
lished in journals in which the same ques- 
tion is asked or at least is brought before 
the profession. The answer under these 
circumstances is an unqualified negative. 
So far as we know there is no evidence 
to justify any member of the profession 
in considering that antitoxin ever does 


any real harm. It is true that 
occasionally disagreeable § symptoms 
have followed its use, but there 


is no proof whatever that they have been 
due to the antitoxin. On the other hand, 
in a good many instances where the anti- 
toxin has been suspected of being re- 
sponsible, investigation has proved that 
the occurrence of disagreeable symptoms 
after its use has been a coincidence and 
possessed no real connection with the 
hypodermic administration of the serum. 

Our attention has once more been called 
to this subject by an article entitled “The 
Accidents of Antidiphtheritic Serum and 
its Innocuousness,” by Coldefy, of Paris, 
which is published in the Revue de Théra- 
peutique of September 15, 1903. Dr. 
Coldefy has contributed quite an exhaus- 
tive article upon this subject, and has 
searched through literature for reports of 
those cases in which disagreeable symp- 
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toms have followed the administration of 
this remedy. He recalls to our minds the 
fact that the 21-months-old son of Pro- 
fessor Langerhans, of Berlin, died sud- 
denly after receiving an injection of anti- 
toxin, but he also shows that there is no 
evidence whatever that the injection was 
responsible for the death; and we have 
been informed, although whether our in- 
formation is correct or not we cannot say, 
that the autopsy in this case revealed the 
fact that suffocation had been produced 
by the lodgment of a foreign body in the 
larynx. 

As an illustration of some of the cases 
which have been reported in which death 
has followed the injection of antitoxin, 
we may mention that of Moizard and 
Bouchard, in which a little girl of six 
years with sore throat received a dose of 
antitoxin, and six days afterward suf- 
fered from an eruption and died in con- 
vulsions. These reporters naturally con- 
clude that in this instance the serum was 
not responsible for the fatal issue, but 
that toxemia caused death. Again, Variot 
has reported the case of a child which suc- 
cumbed to hyperpyrexia forty-eight hours 
after the injection, the autopsy revealing 
no cause for the condition. In still an- 
other instance reported by Guinon and 
Rouffelange, a little girl of three years, 
who had white patches on her tonsils, re- 
ceived an injection, the temperature being 
high at the time and the pulse 160. The 
enlargement of the glands in the neck in- 
creased, the urine became albuminous, and 
an urticaria developed. Still another dose 
was given, and then a third. Notwith- 
standing this the condition of the child 
progressively became worse, the urine be- 
came loaded with albumin, and death en- 
sued. Here, again, there is every reason 
to believe that the renal condition was 
responsible for the evil result, and that the 
antitoxin had nothing whatever to do 
with it. Other instances of a similar 
character in which the first impulse was to 
attribute the evil results to antitoxin, but 
in which more mature judgment showed 
that such a decision was unjustified, have 
been reported by Geffrier and Roset, by 
Freyman, and by a considerable number 
of other clinicians. 

The view which should be taken in 
regard to this subject has already been 
expressed at the beginning of this edi- 


torial, and is well summed up in the opin- 
ion expressed by Voisin and Guinin at a 
meeting of the Paris Medical Society, 
when these authors, in discussing the em- 
ployment of antidiphtheritic serum in the 
treatment of epileptic children suffering 
from diphtheria, arrived at the conclu- 
sion not only that it was a valuable cura- 
tive agent, but that as a preventive for use 
in healthy children its efficiency is re- 
markable, and its innocuousness absolute. 

There can be little doubt that while the 
profession is daily employing antidiph- 
theritic serum with a greater degree of 
confidence than ever before, it is not using 
it as a preventive measure to the extent 
which its value justifies. We believe that 
whenever an epidemic of the disease ap- 
pears in a school, each pupil should receive 
from three to five hundred units with the 
idea of protecting the child from infec- 
tion. 





THE USE OF APOMORPHINE. 





Graduates in medicine of twenty-five 
years ago are wont to consider apomor- 
phine solely from the standpoint of a cen- 
tric emetic, but as a matter of fact this 
drug was not before the attention of prac- 
titioners many years before it was em- 
ployed with excellent results as a sedative 
expectorant in the early stages of bron- 
chitis, when it was desired to aid in secre- 
tion, and when the physician was anxious 
to diminish excessive cough and irritabil- 
ity of the respiratory mucous membrane. 
Within the last two or three years several 
papers have appeared, in which practi- 
tioners of experience have recommended 
the employment of apomorphine in the 
treatment of acute alcoholism. They 
claim that the drug not only diminishes 
the desire for alcohol, but also acts as a 
nervous sedative, preventing the develop- 
ment of delirium tremens upon the with- 
drawal of the stimulant. They have also 
asserted that it does not generate a desire 
for hypnotics as does the use of morphine. 
It may be remembered that Douglass, of 
Boston, first employed this remedy to a 
considerable extent in the treatment of 
alcoholism, and stated that it relieved 
insomnia and diminished alcoholic crav- 
ing. The alcohol is withdrawn from the 
patient gradually, care being taken at the 
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same time that he is nourished with easily 
digested or predigested foods. 

We now have before us a paper by 
Bechet, which appears in the November 
issue of the New Orleans Medical and 
Surgical Journal. Bechet has employed 
apomorphine with, he claims, excellent 
results. He thinks that under some cir- 
cumstances apomorphine acts as a circu- 
latory depressant, and so he has always 
administered with it one-thirtieth of a 
grain of strychnine hypodermically. His 
method of administration consists in giv- 
ing one-thirtieth of a grain of strychnine 
and one-thirtieth of a grain of apomor- 
phine by means of the hypodermic needle, 
as frequently as every three hours. Rarely 
does this dose in his experience produce 
nausea and vomiting. In some instances 
he has found it necessary to employ as 
much as one-fifteenth of a grain. 





REMOVAL OF THE TONSILS AS A PRE- 
VENTIVE OF DISEASE. 





Increasing experience proves beyond 
all doubt that a considerable number of 
infections take place through the tonsil. 
Of these perhaps the most frequent is 
acute articular rheumatism, but it is a 
well known fact that other diseases, de- 
pending upon microdrganisms for their 
existence, begin in the body after their 
germs have entered through the tonsillar 
tissue. Several years ago the late Dr. 
Frederick A. Packard published a paper 
of a clinical character in which he brought 
forward convincing evidence of these 
facts, and physicians should at the present 
time regard diseased or enlarged tonsils 
as a constant menace to the health of their 
possessor. In the American Journal of 
the Medical Sciences for November, 1903, 
Koplik, of New York, publishes a paper 
in which he points out that tuberculosis of 
the tonsils may occur, and that frequently 
the tonsils may act as a portal for tuber- 
cular infection. Primary tuberculosis of 
the tonsil is of course a very rare condi- 
tion, but the bacillus tuberculosis, and the 
results of its presence, can often be found 
in the tonsils of tubercular patients, and 
even in the tonsils of those who may not 
be known to be tubercular. How fre- 
quently do practitioners of experience 
meet with children suffering with large 
cervical glands which in modern view are 


mostly tubercular in origin, and which are 
due in the majority of instances to the 
entrance of the tubercle bacillus through 
the respiratory, buccal, or tonsillar mucous 
membrane! And how frequently do we 
see children who have chronic hypertrophy 
of the tonsils, suffer from diphtheria, from 
ulcerated throat in scarlet fever, and from 
nasopharyngeal obstruction, which in the 
course of respiratory diseases often seri- 
ously interferes with their taking of suf- 
ficient air and nourishment! 





OPERATIVE TREATMENT OF MaALIG- 
NANT DISEASE OF THE LARYNX. 





A discussion on this important subject, 
over which the shadow of a dreadful past 
still hangs heavy, was opened by Semon 
(British Medical Journal, Oct. 31, 1903) 
with a reference to the tabulation of 
Foulis, presented in 1881, to the effect that 
out of twenty-five cases of total extirpa- 
tion of the larynx thus far performed for 
malignant diseases, not one had been re- 
ported alive at the end of the first year 
after operation, and that of six cases of 
partial extirpation but one was alive four- 
teen months after the left half of the 
larynx had been removed. Of nineteen 
cases of cancer of the larynx which had 
been treated by thyrotomy until 1887, not 
less than sixteen local recurrences occurred 
either immediately after the operation or 
in a very few months afterward, and in 
one single case only was recurrence re- 
tarded for more than one year. 

The reasons for these appalling results 
were dependent upon the fact that the 
methods of diagnosis were so crude, or 
at least so ill practiced, that the disease 
was not discovered until it had reached an 
incurable stage, and the technique of the 
operation was so imperfect that the imme- 
diate mortality from lung affections was 
shocking. 

Semon states that there can be no doubt 
that it was the illness of the then Crown 
Prince of Germany and the discussion 
connected with it which led to a consider- 
able improvement both in the diagnosis 
and in the operative treatment of malig- 
nant diseases of the larynx. 

There are five different operative 
methods of dealing with malignant dis- 
eases in use at present, and since no in- 
ternal medication is of the slightest value, 
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the therapeutic question is as to the selec- 
tion of the method. 

It need scarcely be stated that opera- 
tion should be performed the moment diag- 
nosis is made. The teaching to the effect 
that cancer at its onset, and even for a 
long time, is a local disease, is confirmed 
not only on scientific grounds, but by the 
results of actual clinical experience. The 
intrinsic cancerous affection—.e., that 
attacking the upper interior of the larynx 
from the ventricular bands downward— 
remains long a purely local affection, and 
shows very little tendency till the disease 
is much advanced to invade the neighbor- 
ing lymphatic glands, while the extrinsic 
form of it invades the epiglottic folds, the 
arytenoid cartilages, epiglottis, and the 
posterior wall of the cricoid cartilage at 
a very early date. This is of extreme im- 
portance from a prognostic standpoint. 

As to the intralaryngeal method of op- 
eration, saving in what are called splendid 
exceptions, Semon holds that it is abso- 
lutely unsuited for the radical extirpation 
of malignant growth, and that its employ- 
ment in cases of this kind is absolutely 
irreconcilable with the doctrine that not 
only the tumor itself but an area of appar- 
ently healthy tissue in all directions around 
the new formation should be removed in 
order to make the operation radical. In 
some quite exceptional cases, such as when 
the disease begins at the tip of the epiglot- 
tis and is recognized while still quite lim- 
ited to the peripheral part of that struc- 
ture, removal of the whole epiglottis by 
means of the snare or knife from within 
may be legitimately adopted. 

As to thyrotomy, this is applicable to 
all cases of intrinsic malignant disease in 
which the diagnosis is made at a time 
when the growth is not too extensive nor 
apparently too deeply infiltrated. Indeed, 
under such circumstances this constitutes 
an ideal procedure, Semon _ reporting 
twenty operations with nineteen recov- 
eries, with two doubtful recurrences and 
one death from the operation. The vocal 
results are surprisingly good. 

In order to get good results, the opera- 
tion must be restricted to early stages of 
the disease, must be thorough, and must 
be supplemented by a partial laryngectomy 
if after opening the larynx it is found that 
the disease is so extensive as to require 
this. 


Semon, after thyrotomy, immediately 
closes the larger upper part of the wound, 
and leaves the lower part open for two or 
three days until all danger of septic com- 
plication has passed. 

Partial extirpation of the larynx does 
not offer any greater technical difficulties 
than thyrotomy. It is required usually 
because of a failure to make an early diag- 
nosis. Only when the growths have actu- 
ally invaded the cartilages will complete 
removal of the latter become indispensa- 
ble. 

Total extirpation of the larynx is, as a 
rule, required because of a failure to rec- 
ognize the growth at an early stage when 
a more conservative operation might have 
been sufficient. Its dangers, Semon holds, 
are greatly lessened by what he calls the 
American method of shutting off com- 
pletely the lower part of the trachea, by 
stitching it to the skin. 

Subhyoid pharyngectomy is attended 
by a curious fatality which has not been 
sufficiently elucidated, but may be suita- 
ble for cases in which the disease starts 
from the epiglottis or from the aryteno- 
epiglottidean fold. 

Palliative tracheotomy is a measure re- 
quired only in the most hopelessly ad- 
vanced cases, in which it is obvious that 
no radical method can completely eradi- 
cate the disease. 

As to the early diagnosis, on which the 
whole question of therapeutics hinges, 
Semon quotes Butlin to the effect that 
there are three classes of cases: the first, 
in which any and every one can make the 
diagnosis; the second, in which the better 
instructed and more experienced make it; 
the third, in which the conditions are so 
obscure that none can make it unless the 
larynx be opened. This being the case, 
and since errors are possible in determin- 
ing the presence of benign or malignant 
growths occurring in the latter persons, 
whenever possible fragments of the sus- 
picious growth should be removed from 
within and submitted to expert micro- 
scopic examination. 

Semon believes, however, that the 
microscope should play the role of a help- 
mate and not that of an infallible arbiter, 
and that the clinical observer must have 
the courage of his own convictions to per- 
form an exploratory thyrotomy in suspi- 
cious cases, even when the microscope 
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has given an unambiguous reply as to 
malignancy.. Even after opening the 
larynx there may be doubt, and under such 
circumstances the growth should be 
treated as malignant. 

Gluck, considering the question of oper- 
ating for laryngeal growths, holds that the 
first object must be to save life, and next 
to leave the patient in such a condition 
that life so saved is worth living. He 
thus describes the operation suited to dif- 
fuse papilloma, some cases of syphilis, 
and circumscribed cancer of the vocal 
cords: (1) A low tracheotomy is done. 
(2) A median incision is made through 
skin and fascia, the sternal muscles are 
retracted, and the larynx is exposed. (3) 
The thyroid cartilage and cricothyroid 
membrane are divided in the middle line, 
and thetwohalves areretracted with hooks. 
(4) A solution of cocaine and antipyrin 
(5-per-cent), and carbolic acid (I-per 
cent), in distilled water, is applied to the 
interior of the larynx, and the growth is 
removed with scissors, knife, or thermo- 
cautery, and plugs of iodoform gauze are 
placed in the larynx and fixed with a few 
points of suture through the cartilage. 
(5) Between the fourth and sixth days 
the plugs are removed (under anesthesia). 
If necessary the suspected region is cauter- 
ized, and the wound is stitched up. (6) 
About the tenth day the sutures are re- 
moved, and the tracheal cannula. In the 
third week, when healing should be com- 
plete, the patient is allowed to speak. 

He confirms Semon’s admirable results, 
and says that he has patients who were 
operated upon fourteen years ago, who 
are able to lecture regularly. 

As is the case with cancer in other 
regions the diagnosis is improving each 
year, not so much because of an improved 
technique as because of a wider knowledge 
of laryngeal examination and increased 
skill therein, and consequently surgical in- 
tervention gives a fair prospect of being 
radical. 


POSTOPERATIVE LUNG COMPLICA- 
TIONS. 





Perhaps one of the most potent argu- 
ments advanced against ether, and the one 
most effective in preventing its general use, 
is that incident to a widely accepted belief 
that it directly causes a congestion of the 
lungs and is indirectly responsible for in- 


flammatory, hypostatic, and thrombotic 
pulmonary conditions which are so com- 
monly observed after major operations, 
and particularly after those applied to the 
relief of intra-abdominal affections. 

This doctrine as to the irritant effect of 
ether vapor upon the lungs, once stated, 
is hard to confute, and indeed it might 
ever remain a part of general medical be- 
lief but for the fact that following laparo- 
tomies under local anesthesia about as 
many lung complications have been ob- 
served as in ether cases, or even when 
chloroform was given. Thus Gottstein 
notes that of 114 laparotomies under co- 
caine anesthesia, there were 27 cases of 
lung complication, or about 15 per cent, 
while 119 abdominal sections performed 
under a general anesthetic gave only 7 
cases of lung complication, or 6 per cent. 
Mikulicz, also quoted by Anderson (Paci- 
fic Medical Journal, November, 1903), 
notes 7.5 per cent of pneumonia and 3.4 
mortality in 1000 cases of major opera- 
tions under general anesthesia, while there 
were 12.8 per cent of pneumonia and 4.8 
per cent of mortality in 273 celiotomies 
under local anesthesia. 

These figures in themselves at once neg- 
ative the idea that ether is either a predis- 
posing or exciting factor in the causation 
of postoperative lung complications. 
Moreover, the statistics of the Presbyter- 
ian Hospital of New York show with 
equal conclusiveness that the risk of pneu- 
monia following chloroform administra- 
tion is two and one-half times greater 
than that from ether. These facts, An- 
derson states, are also borne out at St. 
Winifred’s Hospital, San Francisco. 

The causes of lung complications after 
operation are said by Gerulanos to be as 
follows: 

1. The direct irritating action of the 
anesthetic on the respiratory mucous mem- 
brane, with hypersecretion. This is more 
marked in ether narcosis. 

2. The toxic effect of the anesthetic on 
the blood-vessels, producing dilatation of 
the vessels, hyperemia, and edema of the 
lungs, with the usual secondary effect on 
the heart. This is present in both chloro- 
form and ether, and, authorities seem to 
think, more marked in the latter. This 
condition favors hypostatic pneumonia, 
lowers the resistance of the lung tissue to 
infection, which may take place (a) by 
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inspiration, (b) by infected emboli, (c) 
by bacteria in the blood. 

3. The inspiration of infected material 
from the secretions of the mouth and 
pharynx, or vomitus. 

4. Infected or non-infected emboli from 
thrombosed vessels (usually veins) of the 
site of or in the neighborhood of the oper- 
ation. 

5. Chilling, fright, and shock from the 
operation, with or without hemorrhage, 
all lower the resistance of the patient and 
act as indirect factors in the production 
of the pneumonia. (Prolonged general 
narcosis, long exposure of the chest or 
peritoneal cavity reduce the temperature. ) 

6. A general weakness of the patient 
lowers the resistance and acts as a very 
important indirect factor. 

7. The restriction of respiration, and 
especially of expectoration, by the pain of 
the abdominal wound or the tight band- 
age. 

As to the direct irritating action of the 
vapor and the toxic ‘effects, these are both 
greatly diminished by careful adminis- 
tration of the vapor and the local use of 
cocaine and adrenalin chloride. The dan- 
gers incident to the inspiration of infected 
material are to an extent obviated by the 
proper disinfection of the mouth and nose 
before the operation, this being especially 
required when suppurative lesions of these 
cavities exist. 

Embolic pneumonia is a danger inde- 
pendent of the form of anesthesia used, 
and is probably more common than is 
supposed, since small emboli may cause 
almost no symptoms beyond a slight 
cough and expectoration, which may ex- 
cite no comment. In the great majority 
of these cases the emboli are sterile and 
produce a focus of lessened resistance; 
when septic the condition is one of the 
utmost gravity. 

As to the prophylaxis of these complica- 
tions, perhaps the point of greatest im- 
portance is to secure the services of an 
experienced anesthetist, who will give the 
least quantity of the drug compatible with 
the proper relaxation of the patient. It is 
well, moreover, where possible, to substi- 
tute local for general anesthesia, espe- 
cially in patients whose vitality is greatly 
depressed by grave infectious diseases. 

In cases complicated at any stage of the 
operation by a profuse secretion of mu- 
cus, causing loud tracheal rales, the anes- 


thetic should be discontinued until the 
air-passages are freed by coughing, vom- 
iting, or both, and then should be resumed 
with great caution, since this is always a 
condition of grave danger. 

Inspiration pneumonia due to the suck- 
ing of infected particles into the lung 
through the throat may be avoided in 
part if not wholly by extending the head 
far back and keeping the larynx carefully 
cleaned out by means of swabs and 
sponges. This is, of course, preceded by 
preliminary antiseptics in cases of mucous 
membrane infection. In vomiting the 
patient should be turned on his side in- 
stead of, as is usual, simply having the 
head twisted. Where the mucous secre- 
tions are unusually free, or there is bleed- 
ing into the throat, it is well to have the 
head hanging directly backward over the 
table so that the clots and mucus can ac- 
cumulate in the nasopharynx, from which 
they can easily be removed before they are 
aspirated into the trachea. 

Where the narcosis is unnecessarily pro- 
longed it should be interrupted rather than 
continuous, and chilling should be avoided 
by operating in a hot room and keeping 
the surface of the patient carefully cov- 
ered. 

After abdominal operations bandages 
should be applied loosely, and the patient 
should be encouraged to breathe deeply 
and to expectorate. 

Moreover, such patients, and particu- 
larly those whose circulation is feeble, 
should be changed from side to side and 
partly elevated at times. 

In operations on the stomach, if time is 
not given for previous preparation, this 
viscus should be carefully washed out. 
Under other circumstances Cushing’s rec- 
ommendation that the patient be treated 
for a number of days with sterilized liquid 
food and water is an excellent one. 

Anderson states that in many thousand 
cases of anesthesia for minor and major 
operations, two-thirds of which were 
chloroform narcosis, there was not a 
death from lung complications in St. Win- 
ifred’ s Hospital. This remarkable record 
he attributes to strict antiseptic precau- 
tions, the use of antiseptic gargles, anti- 
septic air in the operating-room, warm 
rooms, and the greatest care in the admin- 
istration of the anesthetic. This last pre- 
caution he looks upon as the most im- 
portant. 
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THE PREVENTION OF DEFORMITIES. 





It is universally acknowledged that the 
highest and best functions of surgery and 
medicine are exercised in the direction of 
the prevention of disease and deformity. 
In the memory of those who have not yet 
reached middle age a change is perceptible 
in the class of cases coming to surgical 
clinics, this particularly in regard to mon- 
strous tumors, vast ulcerations, and gross 
and crippling deformities, at one time 
common enough, now comparatively rare. 
This rarity is because efficient treatment 
is, as a rule, applied before the lesion is 
allowed to reach its complete development. 
While this is especially true of malignant 
growths, it is also observed in regard to 
the angulated and twisted spines incident 
to either Pott’s disease or lateral curva- 
ture, and to the twisted, distorted or mal- 
placed limbs caused by paralysis or tuber- 
culous involvement of the joints. 

This preventive treatment of deformity, 
to be efficacious, must be founded upon an 
early diagnosis, and it is upon this point 
that Sayre lays particular stress in his ad- 
dress before the Philadelphia County Med- 
ical Society (Proceedings, vol. xxiv, No. 


8). 

Preventive treatment, Sayre notes, can- 
not be undertaken too early in cases such 
as congenital talipes equinovarus. If 
proper manipulations to correct the de- 
formity begin at birth, at the time the 


child is old enough to stand the feet have | 


been brought into the proper position, so 
that each step taken serves to keep them 
in the right direction. On the contrary, if 
the feet are allowed to stop short of full 
correction, each step tends still further to 
increase the deformity. Patience and per- 
severance, remarks Sayre, together with 
bandages properly applied, in infancy, are 
capable of curing almost every case of 
clubfoot without further interference, and 
a strong protest is entered against trusting 
a child to outgrow this or any other de- 
formity. Indeed, it is held that the ten- 
dency is to grow into rather than out of 
such deformity, unless the cause producing 
it is removed. 

Another common cause of deformity is 
rickets, and it is properly argued that when 
enlarged epiphyses, sweating of the head, 
irregularities in teething, delayed ossifica- 
tion of the fontanelles, enlarged abdomen, 


and evidence of malassimilation of food 
either associated or individually, show the 
presence of this disease, such measures. 
should be taken as would prevent the de- 
velopment. of knock-knees or curved 
spines; thus osteotomy and other opera- 
tions now so often required for the correc- 
tion of these preventable deformities will 
be avoided. 

In infantile palsy the opportunity for 
preventive treatment is particularly great. 
Children thus afflicted should be most 
carefully watched. If any tendency to 
deformity is observed, proper means 
should at once be taken to hold their grow- 
ing bones in as nearly a normal position 
as possible until they have become ossi- 
fied. The admirable paper contributed by 
Jones (Lancet, Feb. 14, 1903) on the 
surgery of the paralysis of children shows 
how much can be done to remedy these 
deformities after they have developed. 
Preventive measures can from the first, as 
a rule, render unnecessary the prolonged 
and formidable surgical treatment which 
Jones shows is often necessary to secure 
satisfactory results. 

An uncorrected torticollis ultimately 
distorts the face and may produce a lateral 
curvature of the lower part of the spine. 
It is particularly in the avoidance of lat- 
eral curvature that Sayre insists upon the 
importance of an early diagnosis. His 
observations on this question are ex- 
tremely pertinent. He holds that when- 
ever a mother brings a child for examina- 
tion because its body does not seem to her 
to be quite normal, it is almost sure she is 
correct, and so the examination of the 
child should be a very thorough one. 
Children often hold themselves particu- 
larly straight when first examined, but 
when the muscles are allowed to relax and 
the body to assume its ordinary attitude, 
the curvature may be detected. One of 
the first things noticed is an apparent ele- 
vation of one hip. Measurements will 
show that both legs are of equal length 
and the iliac crests are at equal distances 
from the floor, but the twist in the lumbar 
spine and the change in the position of the 
ribs have so altered the contour of the 
waist as to produce the appearance of an 
elevated hip. The space between the body 
and the arms, as the latter hang by the 
sides, should be symmetrical; if not, a 
most careful examination should be made. 
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The scapule give early warning, and if 
one looks more prominent than its fellow, 
the patient should be made to bend for- 
ward with the arms dropped toward the 
floor, thus allowing a careful palpation 
of the contour of the ribs. The distances 
of the navel from the nipples and the 
comparative size of the breast should be 
noted, since irregularities in these meas- 
urements are among the early signs of 
rotary curvature. 

It is in the early stage of lateral curva- 
ture, and as a rule only in such stages, that 
treatment is curative. The same holds 
true in regard to Pott’s disease, hence the 
family practitioner should be alert for 
the first signs of this affection. 

Attention is called to the torticollis 
characteristic of .cervical tubercular affec- 
tions, to the grunting respiration which 
attends both the cervical and dorsal dis- 
eases, to the backward position of the head 
which is observed at times when the dis- 
ease is situated in the lower thoracic re- 
gion, the head being thrown as far back 
as possible, sometimes until the face looks 
directly upward, in order to remove the 
weight as much as possible from the front 
part of the vertebral bodies and transfer it 
to the transverse processes. Moreover, 
in this part of the spine there is sometimes 
noted a contraction of the abdominal mus- 
cles, giving an appearance as if a string 
were tied around the body. The pains 
which accompany Pott’s disease are almost 
always referred to the distal extremities 
of the nerves involved, while it is very 
rare for the pain to be located in the back. 
In consequence these patients are often 
treated for worms, colic, indigestion, and 
stone in the bladder for months without 
any suspicion of the true state of affairs. 

Sayre notes that the differential diagno- 
sis between Pott’s disease and _ lateral 
curvature of the spine may, in the early 
stage of each, be extremely difficult, and 
he cautions the surgeon to watch for a 
slight increase of temperature in doubtful 
cases, and for muscular spasm. 

An early symptom characteristic of hip- 
joint disease is involuntary spasm of the 
muscles controlling the joints, which at 
first produces very slight restriction of 
motion, and cannot be detected unless time 
is allowed for the patient to become re- 
laxed after being stripped. The examina- 
tion must be thorough. 


Attention is called to the deformities 
following unrecognized sacroiliac disease 
allowed to run its course until there is ex- 
tensive destruction of the bone, diagnosed 
as a rule, and treated for months, as sci- 
atica. 

The lesson which this paper should 
accentuate is the folly of trusting to the 
conservative forces of nature to better 
lesions which from their position and 
from the attendant mechanical condition 
are bound to grow worse; the necessity of 
thorough examination of all children with 
beginning deformity of any kind; and the 
need of a general, intelligent school in- 
spection of the young of large com- 
munities, for the purpose of detecting such 
beginning deformities in the children of 
parents too poor to secure medical advice 
or too ignorant to note departures from 
the normal. 
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EDEBOHLS’S OPERATION OF DECAPSU- 
LATION OF THE KIDNEY FOR THE 
CURE OF CHRONIC BRIGHT’S 
DISEASE, AND THE INDI- 
CATIONS FOR ITS 
PERFORMANCE. 


Tyson considers this question in the 
New York Medical Journal of October 10, 
1903, and evidently thinks that the plan 
is one deserving of some confidence. He 
says that if one stops to think of the mor- 
bid anatomy of chronic nephritis it seems 
clear that the chief obstacle to repair is 
really an anemia, or avascularity. In 
chronic parenchymatous nephritis the 
blood is expressed from the vessels, and 
nutrition is interfered with by the exudate 
within and without the tubules. As a 
consequence, the cells, after an effort at 
life, degenerate and die. In interstitial 
nephritis the vessels are compressed and 
destroyed by the interstitial overgrowth, 
and thus again the nutrition is cut off. 
Now strip off the strong, tough cansule, 
and a powerful resistance to the move- 
ment of blood is removed. It again moves 
freely through the organ, the free secre- 
tion of urine is again possible, normal nu- 
trition again asserts itself, and the power 
of repair returns. 

In acute nephritis quite the same con- 
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dition exists. Although there is first in- 
tense hyperemia, this is soon replaced by 
an avascularity, so far as the capillaries, 
on which depend the phenomena of nutri- 
tion, are concerned—due to the pressure 
of proliferated cells and an extravasated 
blood. On the other hand, acute neph- 
ritis has quite rarely come under opera- 
tion. All of the cases reported by Ede- 
bohls were cases of chronic nephritis 
either parenchymatous or interstitial. Two 
of Harrison’s original cases, however, 
were acute nephritis, and one was sub- 
acute. The author is inclined, therefore, 
to believe it is the relief from intracap- 
sular pressure that favors the restoration 
of function and nutrition, especially in the 
light of Johnson’s studies, which fail to 
find the intervascularity of the renal and 
perirenal tissue claimed by Edebohls. In 
other words, it is the removal of tension 
at first suggested by Harrison. 

From a careful study of the cases of 
Harrison and Edebohls, as well as his 
own and such other cases as have come 
under his notice, the author is satisfied 
that the operation is a serviceable one, and 
that many lives may be saved and pro- 
longed, and even cures obtained, by its 
judicious application. To use a homely 
but emphatic and applicable expression, 
he asserts that he believes “the operation 
has come to stay.” 

The author has said “its judicious ap- 
plication,” as though this was difficult, 
but he does not believe it difficult to select 
suitable cases. In the first place, he takes 
it for granted the operation should not be 
done until the usual medical measures of 
treatment have been thoroughly applied. 
Yet the operation should not be deferred 
until the patient is moribund. Certainly, 
the chances of recovery must be greatly 
increased where the disease has not been 
allowed to go too far. 

Again, he considers cases of parenchy- 
matous nephritis more favorable for op- 
eration than cases of interstitial nephritis, 
although Edebohls’s cases include twenty- 
nine of the latter variety and twenty-two 
of the former. It is reasonable, however, 
to expect earlier and more complete repair 
in parenchymatous nephritis, since there 
is not so much actual destruction of ves- 
sels as simple compression. They can 
therefore more readily resume their nat- 
ural caliber and admit the circulation of 
blood through them, whereas in intersti- 


tial nephritis, especially if advanced, there 
is more complete obliteration of the kid- 
ney tissue. Moreover, the capsule is 
stripped off with much more difficulty in 
interstitial nephritis, often dragging some 


of the substance of the organ with it, 


while in parenchymatous nephritis the 
capsule strips off easily. 

Thirdly, it is not reasonable to expect 
results as satisfactory where there are ex- 
tensive cardiovascular changes. These 
once established are permanent. They be- 
come the real source of danger to life 
where they exist, and the operation of de- 
capsulation does not remove them. A 
study of Edebohls’s cases goes to show 
that those least benefited included cases 
of this kind. Such cases are generally 
those in which advanced retinal changes, 
including albuminuric retinitis and retinal 
hemorrhage, are present. 

The author has intimated that the op- 
eration may have further applications 
than those considered. Thus Edebohls 
reported to the American Gynecological 
Society, at its meeting in May, a case in 
which he decapsulated both kidneys for 
puerperal eclampsia with satisfactory re- 
sults. But the further application he has 
in mind is obstinate so-called idiopathic 
hematuria, cases in which there is no 
stone, no malignant growth, no malaria, 
but which persist month after month, and 
gradually devitalize and destroy the pa- 
tient. Tyson has one such case in mind 
in which he will advise the operation if 
the hematuria persists. 

He is encouraged to give this advice 
because the operation is not a dangerous 
one in the hands of a competent surgeon. 
Its details belong to the surgeon, but being 
postperitoneal, the dangers of peritoneal 
infection are comparatively small. The 
surgeon should, however, be a competent 
one, and have had experience with renal 
surgery. There is sometimes difficulty in 
reaching the kidney, especially in fat per- 
sons, and those in whom the distance be- 
tween the twelfth rib and the rim of the 
pelvis is small, or where the kidney is 
high up beneath the ribs. In such an in- 
stance the author prefers to have as an 
operator a surgeon who has performed 
the operation before, or who is familiar 
with the technique of renal surgery. Some 
interesting cases of failure are related by 
Edebohls, which are not very creditable 
to the operating surgeon. 
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IS EPILEPSY A FUNCTIONAL DISEASE, 
AND IS IT CURABLE? 


At a recent meeting of the Philadelphia 
Neurological Society STARR read a paper 
with this title, and he has kindly sent at 
our request this abstract. 

Recent advances in our knowledge of 
nervous diseases and certain arguments 
derived from a study of two thousand 
cases of epilepsy seem to prove that the 
disease is always due to organic lesions 
in the brain, and must no longer be re- 
garded as a functional affection. 

First, the resemblance between Jack- 
sonian epilepsy and idiopathic epilepsy is 
much closer than at first appears. If it 
is accepted that Jacksonian epilepsy is al- 
ways organic, this suggests that idiopathic 
epilepsy may be so. 

In Jacksonian epilepsy the attack is uni- 
form in every case. It is preceded by an 
aura of a sensory, or motor, or psychical 
kind. It is characterized by a motor 
spasm which often goes on to a general 
convulsion. It is attended by a perturba- 
tion of mind which often goes on to un- 
consciousness. It is followed by prostra- 
tion and by sleep. 

An analysis of two thousand cases of 
idiopathic epilepsy shows that in 38 per 
cent the attack is preceded by an aura 
which is always uniform in the same in- 
dividual, and in no way differs from the 
sensation preceding the Jacksonian attack. 
There was numbness in one or both arms 
in 76 cases, in one or both legs in 27 
cases, in one or both sides of the face in 
22 cases, in the trunk in 4 cases; visual 
hallucinations in 68 cases, auditory hallu- 
cinations in 30 cases, hallucinations of 
taste or smell in 14 cases; mental aura of 
fear, fright, or morbid impulse in 51 
cases; vertigo in 158 cases. 

In these cases, had the aura been fol- 
lowed by a local spasm only, the attack 
would have been considered an evidence 
of organic disease in the brain. But the 
general fit which followed was only a 
manifestation of a greater discharge and 
more sudden discharge of nerve energy 
than a local fit. Hence this is a matter of 
difference in degree rather than in kind. 
And the loss of consciousness does not 
afford any material difference, for that 
varies in degree in both Jacksonian and 
idiopathic epilepsy—and the loss depends 
on the severity of the shock to the brain, 


whether that starts from a single focus, 
as in Jacksonian attacks, or from an un- 
known focus in idiopathic attacks. In 23 
per cent of the two thousand cases the re- 
semblance between Jacksonian and idio- 
pathic epilepsy was very close. Hence in 
these cases at least there was a probability 
of organic disease as a basis for the epi- 
lepsy. 

Secondly, in four hundred cases of mal- 
development of the brain one hundred 
and fifty-six were the subjects of epilepsy. 
In these cases the epilepsy was clearly or- 
ganic in origin. Among the two thou- 
sand cases of epilepsy there were one hun- 
dred and ninety-two which showed on 
examination clear evidences of maldevel- 
opment of the brain, such as mental de- 
fects, signs of infantile hemiplegia, or 
hemianopsia. In many of these cases the 
existence of this maldevelopment had been 
overlooked. In two cases congenital hemi- 
anopsia had existed for years without the 
knowledge of the patient. In these cases 
certainly the disease was organic. 

Thirdly, the age at which idiopathic 
epilepsy develops suggests that it is a dis- 
ease due to defective development of the 
brain. Of two thousand cases six hun- 
dred and twenty-two developed before the 
age of ten, and seven hundred and fifty- 
five between the ages of ten and twenty. 
Hence 68 per cent developed during the 
period of brain growth. An exatnination 
of epileptics shows that some mental or 
physical sign of degeneracy or defective 
evolution is usually present. It is to this 
that the difficulty of educating epileptic 
children is to be traced. The classifica- 
tion of the mental state was attempted in 
my cases. It is recorded as idiotic in 
eleven cases; imbecile in sixteen; poor in 
five hundred and eighty; fair in two hun- 
dred and sixty-nine; good in eight hun- 
dred and fifty-four. Thus 44 per cent of 
the patients showed some defective men- 
tal capacity. This is hardly to be explained 
as the result of a functional affection, but 
may be taken as an evidence of defective 
development, a form of organic disease. 
And this leads to the remark that it is fal- 
lacy to state that epileptic patients present 
no symptoms between the attacks, for evi- 
dences of degeneracy can certainly be de- 
tected in quite a large percentage of cases. 
It is rare to find an epileptic who is per- 
fectly normal mentally and physically. But 
it is a mistake to trace the epilepsy to 
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minor abnormalities, such as defective eye 
muscles, abnormal growth of tonsils or 
adenoids, uterine displacements, or phi- 
mosis. These and defects of nutrition and 
digestion are merely concomitant condi- 
tions, like the epilepsy pointing to imper- 
fect growth. Their correction, while re- 
moving the irritation from a hypersensi- 
tive nervous system, will never cure the 
underlying organic disease. 

Fourthly, the study of the alleged causes 
of epilepsy affords another argument for 
its organic nature. 

1. Heredity. In my two thousand cases 
there was a bad inheritance in seven hun- 
dred cases; either epilepsy in some near 
relative, 136; alcohol in a parent, 120; 
serious nervous disease, 118; rheumatism, 
108; tuberculosis, 76; or some combina- 
tion of these, 143. This would indicate 
that the patient inherited a weak and 
probably defective nervous system—a 
nervous system which is organically im- 
perfect. 

2. Trauma. In two hundred and twenty- 
nine cases trauma of the head was as- 
signed as a cause. That trauma of the 
head is more commonly followed by epi- 
lepsy in comparison with that of other por- 
tions of the body is proven by the statistics 
of the Franco-Prussian war. The rec- 
ords show that among 8985 persons 
wounded on the head, 46 developed epi- 
lepsy; while among 77,461 wounded else- 
where, only 17 became epileptic. When 
a fracture of the skull causes a laceration 
of the brain, we are not surprised at the 
subsequent development of epilepsy. It 
is probable that in many cases where no 
fracture occurs a hemorrhage within the 
brain has occurred, small in extent, but 
sufficient to produce a scar and act as a 
focus for the epilepsy. Traumatic cases 
are therefore probably organic in origin. 

3. Certain infectious diseases precede 
the development of epilepsy in some cases. 
Thus fifty of my two thousand cases de- 
veloped as the sequel of the infectious dis- 
eases. Marie has shown that multiple 
sclerosis of the nervous system is prob- 
ably a sequel of these diseases. It is pos- 


sible, therefore, that in the cases where 
epilepsy develops some such sclerosis may 
be present. 

4. Sunstroke is a cause in a few cases, 
and here again the disease may be re- 
garded as due to some organic change in 
the brain. 





5. The epilepsies of advanced life are 
traceable to endarteritis and atheroma, as 
is shown by the fact that such patients usu- 
ally suffer from apoplexy and die of this 
disease. But twenty-six of my two thou- 
sand cases developed after the age of fifty. 
Among the alleged causes therefore quite 
a number indicate the organic origin of 
the affection. 

Fifthly, the obstinate nature of the dis- 
ease and the great difficulties met with in 
producing a cure differentiate it also from 
the functional nervous affections, and of- 
fer an argument in favor of its organic 
origin. While almost every physician has 
seen cases of the cure of epilepsy, in the 
vast majority of instances the disease is 
known to be a chronic one, and the fits 
continue at intervals throughout life. 

It is of course possible by means of a 
proper regulation of life to induce a 
healthy state of mind and body. It is pos- 
sible by removing all the sources of peri- 
pheral irritation to exempt the nervous 
system from extraneous stress. It is pos- 
sible by the free use of bromide, antipyrin, 
simulo, and such remedies to quiet the 
nervous system and to reduce very con- 
siderably the frequency of attacks, but 
the tendency of the disease is to continue. 
Even in the cases operated upon by sur- 
geons where the skull is trephined and 
some focus of irritation in the brain is 
found and removed, it is impossible to 
secure a complete cure, for the scar left 
after the surgical operation may be as sure 
an irritant productive of fits as the scar 
of the original trauma or disease which 
it was the object of the operation to elim- 
inate. 

Of fifty cases of my own which have 
been trephined none have been perman- 
ently cured, though many have been im- 
proved by the operation. Hence in the 
obstinate nature of the disease there is a 
certain amount of evidence that it rests 
upon an organic basis. This does not re- 
lieve us from the necessity of using every 
means for the relief of the disease. We 
constantly treat many organic diseases 
with success. But it certainly affords a 
contrast between epilepsy and the func- 
tional diseases of the nervous system 
which usually yield promptly to appro- 
priate remedies. 

Lastly, that epilepsy is an organic dis- 
ease is not a new proposition. From the 
time of Schroeder Van der Kolk to the 














present time many authors have found 
lesions in the brain to account for epi- 
lepsy. But each observer has in turn 
found some new lesion, or located the dis- 
ease in a new region of the brain, and the 
multiplicity of cases advanced by path- 
ologists has detracted from the force of 
their conclusions. As a matter of fact all 
these observations are worthy of atten- 
tion. They all demonstrate the existence 
of gross changes in the epileptic brain. 

The brain is a storehouse of energy, 
ready to give it forth in orderly manifes- 
tations, as in voluntary action in speech; 
or in disorderly discharge, as in an epi- 
leptic attack. The attack is the symp- 
tom—it is not the disease. The disease 
is a disorder of control over inherent en- 
ergy. Its existence is a proof of the weak- 
ened defective organization of the brain, 
and any lesion, no matter where or of what 
kind, may interfere with the mechanism 
of control. 





THE DIAGNOSTIC AND THERAPEUTIC 
USES OF METHYLENE BLUE. 


MEILLERE states in La Tribune Médi- 
cale of August 22 and 29, 1903, that the 
manner in which methylene blue is elim- 
inated by the kidneys affords an index to 
the condition of the renal and hepatic 
functions. If five centigrammes of this 
drug be injected into the tissues of a 
healthy individual it appears in the urine 
at the expiration of one-half hour. The 
color, at first faint and of a greenish 
tinge, reaches its maximum intensity by 
the third or fourth hour, remains the same 
for several hours, then gradually decreases 
in intensity, and disappears entirely at 
about the fortieth hour. Departures from 
the normal method of elimination, which 
may be classified as prolonged, delayed, 
rapid, and intermittent, indicate depar- 
tures from health. Thus prolonged and 
delayed elimination points to renal im- 
permeability; rapid eliminations give evi- 
dence of a defect of continuity in the se- 
creting structure of the kidney; intermit- 
tent elimination shows the presence of 
hepatic disease or of parenchymatous ne- 
phritis. Ina few instances methylene blue 
has been decomposed within the body and 
eliminated in the urine as a chromogenetic 
substance. This method of elimination 


has not yet received accurate clinical in- 
terpretation. 
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Meillére reviews the therapeutics of 
methylene blue very fully. He believes 
that it possesses analgesic, antipyretic, di- 
uretic, and cholagogue properties, and that 
it has proven of value in malaria, in rheu- 
matism, in gonorrhea, and other inflam- 
mations of the genito-urinary tract. Good 
results are claimed for it in cases of en- 
terocolitis, when used as an enema. Asa 
topical application it has been found use- 
ful in the treatment of inflammations of 
the nasopharynx, middle ear, and eyelids, 
and also in. pruritus. Meillére states that 
the maximum dose for internal adminis- 
tration is 25 centigrammes. 





THE USE OF PURE CARBOLIC ACID IN 
THE TREATMENT OF SMALLPOX. 


The London Lancet of October 24, 
1903, contains an article on this subject 
by Bonis which seems to us of some im- 
portance. The treatment is carried out in 
the following manner: The pure acid in 
a liquefied state is applied to the vesicles 
over a limited area with a small camel’s- 
hair brush, the application being made on 
successive days. On the first day the face 
and neck are selected for treatment, on 
the following day the hands and arms, 
then the lower extremities, and finally the 
trunk. The effect of the acid is seen in 
the rapid shriveling up and scabbing of 
the vesicles. A second and third applica- 
tion may be made, if necessary, over cer- 
tain parts of the body. An important de- 
tail of the treatment is to secure the early 
removal of the scabs, either by an oil 
poultice or otherwise, as this tends to 
prevent subsequent abscess formation. 

This method of treatment is, of course, 
one which takes some time to carry out, 
as it must be done carefully and thor- 
oughly if the best results are to be ob- 
tained. There is no reason why it should 
not be entrusted to’ an intelligent nurse, 
with instructions to use the acid cautiously 
in the neighborhood of the eyes and not 
to allow it to run on the healthy skin. The 
treatment is found to cause little or no 
pain or discomfort—in fact, it relieved the 
intense irritation which is so prominent a 
feature in smallpox. No signs of car- 
boluria have been observed, nor other evi- 
dence of toxic action, from absorption of 
the drug. The effect would appear to be 
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a purely local one, the acid penetrating the 
walls of the vesicles and pustules, disin- 
fecting their contents, and so preventing 
the absorption of septic matter into the 
system. 

One of the most striking results of the 
treatment is the comparative mildness of 
the secondary symptoms or those coinci- 
dent with the maturation of the pustules. 
In many of our cases the patients ex- 
pressed themselves as feeling well and 
hungry by the eighth or ninth day after 
the appearance of the rash, or even earlier. 
By this time the pustules on the face will 
have disappeared and the great majority 
of those on the limbs and trunk will have 
dried up or aborted. After the tempera- 
ture has fallen on the appearance of the 
eruption, it usually remains at a low level 
during the rest of the illness, even in 
severe confluent cases, averaging not more 
than 100° or 101° F. In several of the 
patients the temperature was practically 
normal throughout. A corresponding im- 
provement is noticed in the state of the 
pulse and the general symptoms. 

With regard to the subsequent pitting 
it is believed that the carbolic treatment is 
decidely beneficial in lessening the disfig- 
urement, although it is not to be relied on 
as a certain preventive. It is reasonable 
to conclude that, by shortening or modify- 
ing the severity of the pustular stage of 
the disease, the liability to the formation 
of deep and permanent scars is dimin- 
ished. Another point is that this use of 
the germicide tends to diminish the risk 
of infection’ from aerial convection, and 
to remove the disagreeable odor which 
accompanies many cases of the disease. 

The total number of cases treated up 
to the present time has been thirty-five, 
of which twenty-two were of a severe 
kind, mostly confluent, more than half 
of these being in unvaccinated subjects. 
Five of the cases proved fatal, two of 
which were children suffering from scarlet 
fever, while the third was one of malig- 
nant smallpox with minute subcutaneous 
hemorrhages and death during the papu- 
lar stage. Bonis states that in the earlier 


part of the epidemic he used the acid only 
on the face and hands with the idea of 
diminishing the scarring, but in order to 
obtain the best results it is necessary to 
apply it carefully over the whole body as 
described. 
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THE TREATMENT OF GASTRIC ULCER. 


In the course of a symposium on gas- 
tric ulcer held at the last meeting of the 
British Medical Association GrIFFITHs is 
reported in the British Medical Journal 
of October 24, 1903, as expressing the 
following views: 

For many years past he has treated all 
cases of gastric peptic ulcer which have 
come under his care by giving the stom- 
ach absolute rest and by abundant rectal 
feeding. In the first place the patient is 
provided with a nurse well trained for 
this particular treatment. The patient is 
put to bed for twelve or fourteen days; 
the bowels are well cleared out by an 
enema, and the rectal feeding is com- 
menced an hour or two later. Nutrient 
enemata at a temperature of from 97° to 
100° are repeated every four hours as 
nearly as possible, and in the intervals 
drink enemata are given according to the 
requirements of the patient. The nutri- 
ent enemata consist of the various articles 
of diet which are digested and absorbed 
with the aid of digestive agents or other- 
wise in the lower bowel. The following 
is an example of an ordinary rectal feed- 
ing: Five ounces of good beef tea, half 
a tube of peptonizing powder, a dessert- 
spoonful of glucose, a dessertspoonful of 
brandy, and a small quantity of table salt. 

It is unnecessary to enter into a detailed 
account of the preparation of the various 
articles which are used for rectal feeding. 
Each nutrient enema should be limited 
to five or six ounces to avoid irritating 
the rectum, and it should be injected into 
the bowel by its own gravitation through 
a funnel and a rubber tubing provided 
with a glass or rubber nozzle of small 
caliber and a clip near the end. The 
funnel is placed in an ordinary ring stand, 
supported on a table, about two feet above 
the level of the patient’s hips. By adopt- 
ing this plan, which is far simpler than 
the use of a syringe, there is less danger 
of irritating the anus and of inflating the 
bowel. 

The ingredients of the nutrient ene- 
mata may be varied indefinitely, but it 
should be remembered that they must be 
peptonized or peptonizing and non-irri- 
tating. The object is to give the patient 
sufficient nutriment to supply the waste, 
and something more to help the healing 
process in the stomach. The nutrient 
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enemata are supplemented in the inter- 
vals by enemata of sterilized water or 
normal saline at temperatures from 97° 
to 100°, varying in quantity from four 
to eight ounces, or even more. 

The amount of nutriment and fluid re- 
quired varies very considerably in differ- 
ent patients. 

Attention is particularly called to two 
facts which are of great practical value, 
and which are not generally known, 
namely, the condition of the tongue and 
the smell of the breath. They are invalu- 
able guides as to the efficiency and suf- 
ficiency of the rectal feeding in cases of 
peptic ulcer. When the patient is amply 
and properly fed the tongue is moist and 
healthy-looking and the breath is sweet 
(normal). The breath of a starving pa- 
tient has a peculiar tainted or offensive 
smell; it is difficult to describe—in fact, 
it cannot be described except by compari- 
son. The nearest thing to it is the drunk- 
ard’s breath—once noticed it is easily rec- 
ognized afterward. When the patient has 
this peculiar breath and dry tongue, and 
thirst, the drink enemata (bowel drink) 
especially should be increased. These two 
signs are known to the well trained nurse, 
and she also knows that the tongue and 
breath will tell tales if she fails in her 
duty. When properly fed the patient is 
perfectly free from pain, hunger, and 
thirst, and consequently happy after two 
or three days’ treatment. On the other 
hand, if the patient does not respond to 
the treatment in the course of a few days, 
one may naturally suspect that there is 
something more serious than a peptic ul- 
cer to deal with. It is not necessary, and 
in fact it is better not, to wash out the 
bowel every day—every second or third 
day is sufficiently often—and if the bow- 
els act of their own accord aperient ene- 
mata are not necessary. When the rec- 
tum is intolerant of artificial feeding, 
which is very seldom the case when it is 
gently and properly treated, from 5 to 10 
minims of laudanum are added to the 
enemata two or three times in the twenty- 
four hours. The patient is not allowed to 
swallow anything, not even a teaspoonful 
of water. The mouth is rinsed out once 
a day, or oftener if the patient should de- 
sire it, for the purpose of cleanliness, but 
if the teeth are clean at the outset, even 
this is unnecessary. 


This treatment is continued for ten or 
eleven days. As a rule ten days are suf- 
ficient. On the eleventh day the patient 
is fed very much as is a baby one month 
old, with small quantities of milk and 
water. The rectal feeding is still con- 
tinued for another three or four 
days, but gradually diminished in propor- 
tion to the amount of food taken by the 
mouth. On the fifteenth day a small quan- 
tity of fish is allowed. It is unnecessary 
to enter into further details on this point. 


_It must be remembered that a large num- 


ber of chronic peptic ulcers with hard, 
swollen edges are probably not completely 
cured in fifteen or sixteen days; therefore 
great care must be taken as regards diet 
and partial rest to the stomach for some 
weeks longer, and finally attention should 
be paid to the patient’s general state of 
health. Judging from the frequency of 
the cicatrices in the stomach at necropsies, 
and the occasional latent course of gastric 
ulcer ending suddenly in perforation, it is 
probable that a certain number are suc- 
cessfully treated as dyspepsia, and pos- 
sibly some get well without any treatment 
at all. In artificial feeding we must re- 
member that the rectum has to perform, 
with the aid of peptonizing agents, the 
work of the stomach. The chief function 
of the larger bowel is to absorb the liquid 
from the small intestine. 





UROTROPIN IN TYPHOID FEVER. 


Ernest Fucus (Deutsche Archiv fiir 
klinische Medicinische, \xxvi, 1-3) records 
the results, of experiments undertaken 
with a view to ascertaining the value of 
urotropin in preventing bacteriuria in ty- 
phoid. Two points to which he devoted 
his attention were, first, how early the 
treatment was to be begun, and secondly, 
for how long the drug should be con- 
tinued in order certainly to prevent the 
symptom. He found that out of 115 ty- 
phoid patients the bacteriuria only began 
twice during the febrile period; in other 
words, that it was, strictly speaking, a 
phenomenon associated with convales- 
cence. It was inferred therefore that ad- 
ministration of urotropin should be com- 
menced in the fastigium and continued 
well on through the convalescent period. 
The author compares two sets of cases. In 
the first series, 53 in number, urotropin 
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was not administered ; 15 of them suffered 
from bacteriuria. To these may be added 
22 previous cases, in all of which this 
symptom was present, making a total of 
26 out of 75; of these 26, in 12 bacteriuria 
was due to the typhoid bacillus. The sec- 
ond series was 40 in number; all received 
the prophylactic treatment with urotropin. 
In only one case did bacteriuria appear. 
The dose of urotropin employed was two 
grammes per diem. The author concludes 
that the administration of urotropin in 
typhoid: fever will certainly diminish the 
frequency of bacteriuria.—British Medi- 
cal Journal, Oct. 24, 1903. 





THE TREATMENT OF DISEASED FAU- 
CIAL TONSILS IN THE ADULT. 


Davis has contributed to the New York 
Medical Journal of October 31, 1903, a 
useful paper on this topic. In describing 
the diseased state of the tonsils that de- 
mands interference he says that on exam- 
ination we find the appearance normal in 
color, the surface comparatively smooth, 
and scattered here and there a few small 
nodules, but these may, and usually do, 
have a hard indurated base. Examine the 
crypts, and again we will be surprised at 
the size, depth, and contents; the tonsil 
will be adherent to the pillars, one or both, 
more often the anterior ; and in many cases 
the adhesions are so extensive that we find 
the pillars and the tonsil forming one solid 
agglutinated mass. These adhesions alone 
are sufficient to give the patient a great 
amount of suffering, as anything like a 
free action of the muscles, either in swal- 
lowing, talking, or singing, is interfered 
with. Others complain of a pain, more or 
less constant, which extends up the side 
of the neck, and is often referred to the 
ear. 

Those who have done abdominal surg- 
ery readily appreciate how much trouble 
and suffering may be caused simply by 
bands of adhesion. The same factors hold 
true when we find extensive adhesions be- 
tween the tonsil and faucial pillars. 

Some of the most frequent symptoms 
accompanying diseased tonsils of this vari- 


ety are hawking, cough, pain in degluti- 


tion, impaired hearing, change in voice, 
otitis, and neuralgia. 

It is no wonder that we have so many 
and varied symptoms and sequelz when 
we consider what an opportunity these 
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deep, open crypts afford for the retention 
of secretions, the lodgment of small parti- 
cles of food, and the easy access afforded 
to the entrance of all sorts of germs, where 
they will find every condition favorable 
in which to multiply and flourish. Here 
we have the open crypts, diseased tissue, 
and a home for germs, as well as the adhe- 
sions. The question then arises, How shall 
we deal with these diseased submerged 
tonsils? 

In answer the author says, Meet them 
just as you would similar conditions when. 
present in any other part of the body. You 
have your choice, either palliative or cura- 
tive treatment. You find here diseased 
tissue and adhesions to deal with. How 
long would it take a general surgeon to 
decide whether in a case of necrosed tibia 
he would apply washes and plasters, or 
whether he would at once remove the dis- 
eased tissue? The laryngologist should 
adopt the same measure. Never waste 
time with sprays and paints, but at once 
proceed to remove the diseased tissue, sep- 
arate adhesions, and endeavor to restore 
the parts to a normal healthy condition 
as speedily as possible. 

The method we adopt for removing 
either a part or the whole of a diseased 
tonsil is of little consequence; every sur- 
geon must decide that for himself. There 
has been much discussion as to whether an 
amygdalotomy or an amygdalectomy is 
preferable in these cases. The proper 
way to decide is in each case. We 
should remove all the diseased tissue, 
and until we do we have only done 
our duty in part. Whether we re- 
move a part or the whole of a tonsil is sim- 
ply a question of how much of it is dis- 
eased. The same rule applies here as in 
general surgery, not how deep to cut, but 
how deep must we go to accomplish the 
object, viz., to remove the diseased por- 
tion, and of that the surgeon himself must 
judge in each individual case. He will also 
choose the method he prefers, whether an 
electrocautery dissection, as recommended 
and practiced so successfully by Dr. Ed- 
ward Pynchon, of Chicago, or the removal 
by the use of some one of the many good 
instruments at our disposal. The author 
prefers the Freeman tonsil punch, as de- 
signed by Dr. Walter Freeman, of Phil- 
adelphia. The advantages of this instru- 
ment are simplicity, easiness of operation, 
and with the application of a 10-per-cent 




















solution of cocaine a tonsil can be re- 
moved with very little, if any, pain to the 
patient, and no danger from hemorrhage. 
With this instrument we can remove a 
small portion at each sitting, or the entire 
tonsil at once. The important question, 
after all, is first to be able to make a cor- 
rect diagnosis, and then to treat with the 
intention of curing and not merely palli- 
ating the trouble. 





A CLINICAL STUDY OF THE USE OF 
ANTITOXIN SERUM (DUNBAR’S) IN 
HAY-FEVER DURING THE SEASON 

OF 1903; A NEW AND DISTINCT 
ADVANCE IN ITS MAN- 
AGEMENT. 


Under this title MacCoy, of Philadel- 
phia, reports his results in the New York 
Medical Journal of November 2, 1903. He 
asserts that he had not gone far in his 
study before he was impressed by the 
great latitude in public opinion as to what 
was to be called hay-fever. Many cases 
coming under observation as hay-fever 


were in no sense periodic in the summer 


months only, and not a few were com- 
posite or mixed cases, such as nasal polypi, 
nasal asthma, and chronic vasomotor rhi- 
nitis. He has limited his observations to 
such cases as could show summer periodic- 
ity, with a clear history of previous similar 
attacks, after these were reénforced by the 
history of heredity from one parent of 
similar attacks, and chiefly, by finding all 
the clinical evidences in each case present 
upon examination, viz., itching of nasal 
membrane, sneezing, itching of the con- 
junctival membrane and of the palate and 
fauces, spasmodic cough and asthma, as 
well as the intense nervousness and gen- 
eral lassitude often accompanying the at- 
tacks. Examination of the nasal cavities 
in the several cases showed the typical fea- 
tures present, such as a pale-gray, boggy, 
and leaking membrane, and the nasal cav- 
ities were often filled with watery seepage. 
Eliminating all but purely periodical au- 
tumnal attacks, which were always exam- 
ined and the history taken, the author be- 
gan treatment by the local application of 
the serum to the eyes and nasal mucous 
membrane by means of a pipette. To the 
conjunctival mucous membrane one or two 


drops were instilled from two to four. 


times a day. For the nasal passages, from 
two to four drops were dropped in each 
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nostril from two to six times a day. Fif- 
teen cases were treated, all typical cases of 
periodic hay-fever. 

In the fifteen cases in which the author 
made clinical experiments, the effect was 
so promptly manifested, the relief so com- 
plete, and the results so permanent for this 
season, that it appears really marvelous! 
We have all heretofore experienced such 
deep disappointment in our trials of vari- 
ous methods of cure—surgical and medici- 
nal—that the writer was, to say the least, 
not enthusiastic concerning results, but he 
can truthfully say that he believes that no 
such advances have ever been made in the 
treatment of hay-fever. It remains to be 
determined whether there are in America 
some cases of hay-fever not amenable to 
cure by the use of the antitoxin serum of 
Dunbar. So far as the fifteen cases re- 
ferred to can illustrate, they appear to con- 
firm the contention of Professor Dunbar, 
that cases of hay-fever are dependent upon 
the toxin resident in the various pollens of 
grasses. It is interesting and noteworthy 
that the experiments of Professor Dunbar 
open up a new field, this being, so far as 
is known, the first instance of the produc- 
tion of an antitoxin serum or fluid where 
the animal product has been crossed with 
a vegetable product. The basis of this 
method is as follows: 

As a result of researches extending over 
a period of seven years, Professor Dunbar, 
of Hamburg, has isolated a proteid sub- 
stance from the pollen of rye, barley, 
wheat, and other gramineous plants which, 
when applied to the nasal mucous mem- 
brane and eyes of persons predisposéd to 
hay-fever, produces all the subjective and 
objective symptoms of the disease; while 
when applied to individuals who are not 
predisposed, it elicits no morbid phenom- 
ena. He has also found that the pollen 
of roses, linden flowers, wormwood, and 
many other plants which have been con- 
sidered as giving rise to hay-fever, pro- 
duces no symptoms when thus used. It is 
interesting, too, to note that the surfaces 
of the toxic pollen are absolutely smooth, 
‘a fact which proves that the disease is not 
the result of irritation produced by sharp 
pollen spicules. For the purpose of secur- 
ing an antitoxin, Dunbar injected the 
toxin into animals, but at first he found 
that their blood serum intensified rather 
than relieved the conditions produced by 
the toxin. Gradually, however, this prop- 
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erty became weaker and weaker, and 
finally the serum assumed distinct anti- 
toxic qualities. Thus, when mixed with 
equal parts of toxin, it was found to neu- 
tralize the specific action of the poison, and 
when applied to individuals who previous- 
ly had been treated with the toxin it pro- 
duced immediate disappearance of the sub- 
jective symptoms, and after a few min- 
utes great amelioration of the objective 
signs. Dunbar’s experiments comprise 
more than thirty tests, of which nine were 
made on individuals who were predisposed 
to hay-fever, and the remainder upon those 
who had never suffered from the disease. 





THE PRESENT STATUS OF SPINAL 
SUBARACHNOID COCAINIZATION. 


Some months ago we published in the 
GAZETTE an editorial in which we ex- 
pressed the opinion that this method of 
treatment would not continue popular with 
the profession. Since then we have print- 
ed several articles advocating it, but see 
no reason for reversing our views as al- 
ready exploited. In the New York Medi- 
cal Journal of October 31, 1903, Mark 
once more speaks of it in terms of praise. 
He says that the most particularly striking 
points in the cases reported by him have 
been the almost complete absence of shock, 
an element invariably present in general 
anesthesia, and the lack of unpleasant 
symptoms following the injection. Imag- 
ine any of these patients returning from 
the operating-room laughing and chatting 
with the attendants, and partaking of a 
mealimmediately following general anes- 
thesia! The contrast in general appear- 
ance between the patient who has taken a 
general anesthetic and the patient who has 
been operated on under the subarachnoid 
injection of cocaine is the most striking 
thing seen in surgery. 

In old prostatics, in whom a question 
of operative relief has arisen, the bugbear 
of the surgeon has been the effect of anes- 
thesia and shock. Almost always sclerotic 
to a high degree, very often the subjects 
of complicating kidney lesions, and with 
powers of resistance to shock greatly re- 
duced, they have proved most uncompro- 
mising subjects for operative interference. 
In such cases as these the subarachnoid use 
of cocaine promises much. In kidney sur- 
gery the moments of greatest anxiety are 
spent in the hours of retching and vomit- 
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ing following the exhibition of the anes- 
thetic. The nausea and vomiting of spinal 
cocainization, if they are present, are 
slight and transient and can give rise to 
no concern. Such advantages are of more 
than imagined importance in prostatic and 
renal surgery. 

Reasoning from the evidence adduced 
for and against the method, the writer be- 
lieves that the following conclusions are 
justified : 

1. That the method is as safe as, if not 
safer than, general anesthesia. 

2. That we may safely employ up to 
48/100 of a grain of cocaine without fear 
of toxic effects. 

3. That shock, when present, is decid- 
edly less than that of general anesthesia. 

4. That it is attended with less dan- 
ger of annoying sequelz and symptoms. 

5. That on account of the variability in 
the length of its analgesic action, it is 
contraindicated in prolonged operative 
procedures. 


EXPERIMENTS TO DETERMINE THE 
VALUE OF FORMALIN IN INFECTED 
WOUNDS OF THE EYE. 


To the Medical News of November 21, 
1903, CLAIBORNE and Cosurn contri- 
bute a paper in which they give the follow- 
ing conclusions : 

1. Formalin, 1 in 500, may be injected 
into the vitreous of rabbits without pro- 
ducing more than momentary disturbance 
of the eye. 

2. It is possible to cause panophthal- 
mitis and consequent destruction of the 
eyes of rabbits by injecting three minims 
of a turbid solution of streptococci into 
the vitreous. 

3. It is possible to produce the same re- 
sult by infection in the ciliary region 
caused by penetrating wounds with in- 
fected pointed instruments. 

4. Infection of the vitreous and ciliary 
region does not necessarily cause destruc- 
tion of the eye. At times the infected eye 
recovers spontaneously, the inflammatory 
symptoms gradually subsiding. 

5. Formalin, 1 in 1000, when injected 
into the vitreous, exerts no influence on 
streptococcus infection of the vitreous. 

6. The results of these experiments 
warrant the treatment of commencing in- 
fections of the eye by injections into the 
capsule of Tenon of I-in-1000 or even I- 
in-500 formalin solution. 




















In view of the large quantity of infect- 
ed material injected into the eyes of these 
rabbits it is possible that the results would 
have been far more favorable had the in- 
jections of formalin been made more fre- 
quently. 

While in the authors’ first experiment 
the rabbit which had no treatment and 
the rabbit which had the intracapsular in- 
jections recovered completely, it is but 
proper to state that there remained a very 
slight opacity apparently in the posterior 
part of the lens, or on its posterior cap- 
sule, in each animal. This was probably 
due to the injury to this structure by the 
hypodermic needle, for it is quite impos- 
sible to perform the above detailed manip- 
ulations without struggles. This was the 
case with all the animals notwithstanding 
the free use of cocaine. It is also possible 
that these opacities were deposits of lymph 
on the posterior surface of the lens such 
as are frequently observed after certain 
types of inflammation of the uveal tract. 
In all other respects these eyes were nor- 
mal. 


INCOMPLETE REMOVAL OF PLACENTAL 
TISSUE THE MOST POTENT CAUSE 
OF PUERPERAL SEPSIS. 


In writing on this important subject in 
the International Medical Magazine for 
November, 1903, KRUSEN expresses the 
following views: 

He believes, in all cases in which there 
is the slightest suspicion that there are 
fragments of placental tissue within the 
uterus, that organ should be thoroughly 
explored and carefully emptied under the 
strictest antiseptic precautions. By far 
the greatest number of cases of puerperal 
sepsis observed by the writer have been 
due to incomplete removal of the placental 
tissue. 

The treatment should be local and gen- 
eral. The whole genital tract should be 
thoroughly disinfected, and the uterus 
emptied. If the discharge continues to 
be foul, frequent intra-uterine douches 
should be employed. It is often advisable 
to provide drainage by inserting loosely a 
strip of iodoform gauze; I0- to 20-grain 
iodoform suppositories may be inserted in 
the vagina. If abscesses form around the 
uterus, they should be evacuated through 
the vagina if possible. The method em- 
ployed by Pryor, of packing the uterus 
with 10-per-cent iodoform gauze and pack- 
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ing the pelvis through a broad incision in 
the posterior cul-de-sac, gives good re- 
sults. 

The general treatment should be stimu- 
lating and supporting. Easily digested 


food should be freely administered. 
Strychnine, digitalis, nitroglycerin, and 
adrenalin chloride may be used either by 
mouth or hypodermically if they are in- 
dicated. Ice-bags may be employed over 
the abdomen, and tend to limit the spread 
of the inflammation. High enemas re- 
lieve tympanites and irrigate the bowel. 
The use of normal saline solution, either 
by rectal injection, hypodermoclysis, or 
intravenous injections, is a valuable ad- 
junct to the other methods. Very often 
the stimulating and supporting method 
of treatment will save cases apparently 
hopeless, and will give better results than 
surgical intervention under such unfavor- 
able circumstances. 

The use of the curette after the uterus 
has been thoroughly emptied is harmful, 
as it breaks down the leucocytic wall, 
which serves to prevent the invasion of 
the deeper layers of the uterus by the of- 
fending bacteria. In the most aggravated 
cases of puerperal sepsis, those of strep- 
tococcic infection, the uterus is empty, 
and the vaginal discharge very slight. 

Hysterectomy is usually mutilating if 
not fatal in the treatment of sepsis. If 
hysterectomy is to be of service it must 
be performed early, before the microbes 
have invaded the general system, and this 
means the unnecessary sacrifice of the 
uterus. If late, the mortality is great and 
operation practically useless. If one is 
confident that there is an abscess of the 
uterine wall, and that the disease has not 
extended materially beyond the uterus, 
then hysterectomy is indicated; but va- 
ginal section and intra-uterine and intra- 
pelvic packing with 10-per-cent iodoform 
gauze will save a larger percentage of 
such cases than hysterectomy. 

In making a vaginal examination dur- 
ing labor, the hand should be as thorough- 
ly asepticized as if the obstetrician in- 
tended performing an abdominal opera- 
tion, and the examinations should be as 
infrequent as possible. If the physician 
has been recently operating upon a septic 
case, extra precautions should be taken, 
and aseptic rubber gloves should be worn. 

If the uterus is thoroughly contracted 
and no unusual examination or manipula- 
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tion, such as a forceps delivery of pla- 
centa, etc., has been employed, douches 
are not necessary. 

Krusen has never used formalin intra- 
venously. 

Perfect rest of the limb in an elevated 
position is absolutely necessary in the 
treatment of phlegmasia alba dolens. Af- 
ter it has been wrapped in gauze and cot- 
ton saturated with lead water and lauda- 
num and the acute symptoms have sub- 
sided, he covers the part with an ointment 
of equal parts of ichthyol, belladonna oint- 
ment, and laudanum. The leg should 
never be rubbed because of the danger of 
detaching fragments of the thrombus. The 
general health and strength should be sup- 
ported by carefully regulated diet and 
stimulants, if asthenia is marked. The 
patient should be kept in bed several days 
after symptoms have subsided for fear of 
an embolism, which is always possible 
until clot has been absorbed or organized. 





THE HYPODERMIC USE OF MERCURY IN 
SYPHILIS. 


CoLLinGs writes on this subject in the 
Interstate Medical Journal for November, 
1903, stating that the cases to be selected 
for the use of this plan should be largely 
those in which there is an existing neces- 
sity for the patient to be brought rapidly 
under the influence of the mercury. This 
would include cases of pernicious or ma- 
lignant type, in which it is sometimes im- 
possible to obtain results in any other 
manner. Also cases of rapidly destructive 
lesions, to prevent disfigurement or loss of 
function; cases of impending paralysis, 
whether from endarteritis or gummatous 
formation; and many cases of cerebral 
syphilis, in which a very rapid and pro- 
found effect is a necessity. In a word, it 
is indicated, in fact demanded, in all cases 
of emergency unless it is known that there 
are serious contraindications to its use in 
the individual case—as, for example, seri- 
ous kidney disease. The question as to 
whether it should be used as a routine 
treatment should be decided by the at- 
tending physician from time to time. 

The method that will most certainly 
and quickly relieve the manifestations of 
this disease and prevent their return is the 
best to use, but this idea should not be 
pursued in the face of severe pain and 
discomfort, as sometimes occurs, to the 
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point of losing our patient. It is not the 
author’s custom to treat every patient who 
has syphilis with injections, but he treats 
a good many of them by that method. 
Situated as he is at Hot Springs, Arkan- 
sas, he seldom has an opportunity of per- 
sonally conducting the treatment of a case 
through the entire course, as the patients 
are almost entirely among the visiting 
class. They remain there from one to two 
or three months, and then are lost sight of 
for several months or entirely. When a 
case comes to him that has been more or 
less intractable at home, and where there 
is a necessity for the relief of manifesta- 
tions quickly, even though there be some 
discomfort, the injection treatment is the 
best to use—at least until the patient is 
brought well under the influence of mer- 
cury, when the inunctions may be substi- 
tuted. The injections place the drug 
where it will do the greatest amount of 
good in the shortest possible time. 

After considerable experimentation the 
writer has adopted the following solution 
of the bichloride of mercury made up in 
two-per-cent solution of chloretone: 


R Hydrargyri bichloridi, c. p., gramme 
0.50 (grs. vijss) ; 

Sodii chloridi, gramme 0.25 (grs. iv) ; 
Aquez destillati, grammes 4.00 (£3j). 

M. ft. sol. (gently heat). 
Chloretoni, gramme 0.50 (grs. vijss) ; 
Aque destillati, grammes 20.00 (f3v) ; 
Alcoholis absoluti, gramme 1.00 (min. xv). 


Dissolve chloretone in 20 Cc. distilled water, 
add alcohol, and finally add the mercury and sod- 
ium solution. Shake well and filter. 


This makes a 1-to-50 solution of the bi- 
chloride, of which ten minims would rep- 
resent one-fifth of a grain. It may be 
given in doses of from five minims up to 
twenty or even twenty-five. 

The chloretone is not readily soluble in 
cold water, and so the above solution is 
made by the addition of a small amount 
of absolute alcohol, in which it is very 
soluble. The formula given above is ren- 
dered practically painless in almost all 
cases by the addition of the chloretone, 
and its use less painful at the time of in- 
jection, and followed by less soreness and 
irritation than any other. 

Chloretone is a white, crystalline com- 
pound, belonging to the fatty acid series, 
and is formed through the interaction of 
chloroform, acetone, and an alkali. In 
sufficient doses it acts as a hypnotic. It is 
also an antiseptic, and in solution is a local 














anesthetic, its action in this respect re- 
sembling that of cocaine, except that it is 
non-toxic. 

In administering the injections one 
must be guided largely by the effects. 
Ordinarily, a patient will stand ten min- 
ims every day for four to six days; then 
a large dose should be given every second 
or third day, or possibly once or twice a 
week, as the symptoms demand. The 
post-trochanteric region should be selected 
to give the injections, and they are given 
deep into the muscular tissue. The skin 
should be disinfected by being briskly 
rubbed with a piece of sterilized or carbo- 
lated gauze saturated with alcohol. The 
syringe most convenient to use is known 
as the “Sub Q” syringe. It is made entire- 
ly of glass with an asbestos packing, so 
that it may be frequently boiled. The 
needle used is a platino-iridium needle 
which does not corrode or rust, and it 
should be long enough to reach deeply 
into the muscular tissue. 

In giving the injections the syringe and 
as many needles as there are patients to be 
injected during the morning hours may 
be boiled, and the needles taken from the 
water as needed. 

The syringe used need not necessarily 
be boiled before each injection when they 
are given close together, and when there 
has been no chance of infecting the inside 
of the syringe. 





THE USE OF ETFHYL CHLORIDE AS A 
GENERAL ANESTHETIC. 


To the Edinburgh Medical Journal of 
November 3, 1903, Dr. LuKE contributes 
his views as to the use of this drug. He 
believes that the dose of ethyl chloride is 
a variable quantity, varying with the pa- 
tient, the nature of the operation, and the 
length of anesthesia. 

It is seldom necessary to employ more 
than 10 cubic centimeters, and seldom pos- 
sible to use less than 3 cubic centimeters; 
but with this latter amount, properly ad- 
ministered, an anesthesia of seventy to 
ninety or more seconds can be obtained 
even in adult patients. With young chil- 
dren, one and a half to two and a half 
minutes can be reckoned on. If the ad- 


ministrator fails to get anesthesia’ with 
such an amount in seventy to ninety sec- 
onds, it is due far more probably to air 
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being unknowingly admitted than to an 
insufficient dose. 

The rapidity with which anesthesia is 
induced in some cases is very remarkable, 
and even startling. If the patient takes 
deep breaths from the start, conscious- 
ness is sometimes lost after the first three 
or four breaths, stertor commences, and 
the patient is ready for the knife ih 
twenty-five to thirty seconds. 

M’Cardie finds the average time of in- 
duction to be 50.9 seconds, and the aver- 
age length of anesthesia 71.3 seconds. 

In his own practice the author has 
found the average of induction a few 
seconds longer, but the duration of anes- 
thesia has been correspondingly long. 

Luke’s longest period of available an- 
esthesia, after complete removal of the in- 
haler, was five minutes. 

After-effects—Headache and nausea 
or vomiting are the most common. Any- 
thing further is extremely rare, and any 
faintness or syncopal tendency which is 
seen is probably due to ‘loss of blood or 
vertigo a stomacho than to any action of 
the anesthetic on the cardiovascular sys- 
tem. 

Of patients anesthetized for short den- 
tal extractions during the early part of 
the day—from I0 to 2 o’clock—the author 
has found that not more than about one 
in twenty suffers from sickness. Patients 
anesthetized in the afternoon seldom do 
so well as those narcotized early in the 
day. Sickness is more common where the 
anesthetic has been pushed, or where some 
blood has been swallowed. There are 
some types of patients who are frequently 
sick or upset after any anesthetic, namely, 
people suffering from chronic digestive 
disorder, and schoolboys who eat ques- 
tionable articles of diet at odd times. 

An interval of two, and if possible 
three or four, hours is desirable between 
the last meal and the taking of the anes- 
thetic. Sickness does not recur, at most, 
in more than 30 per cent of cases, and 
this is considerably less than we see after 
chloroform or ether. If troublesome, the 
patient should be directed to lie down in 
the supine position, and albumin-water, 
or chloretone (10 grains), administered, 
and toilet vinegar may be sniffed at. 
Headache, if it occurs, generally passes off 
soon, but if not is best treated with a cup 
of tea or some acetanilid, 5 to 10 grains. 

Both during the early stage of anes- 
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thesia and the recovery stage, the thoughts 
or dreams of patients are not infrequently 
of an erotic nature, and this may lead to 
complications. The same, of course, is 
known to occur with nitrous oxide. 

The Death-rate under Ethyl Chloride. 
—Patients seem to vary a great deal as 
to their susceptibility to the vapor. Alco- 
holics and those addicted to cocaine and 
morphine require a great deal of the an- 
esthetic, and are scarcely affected by a 
strong vapor. On the other hand, those 
who are anemic and weakened by disease 
are frequently very soon influenced, and 
as small a dose as three cubic centimeters 
has been followed by violent tonic spasms, 
opisthotonos, and cyanosis. Any toxic 
effect of the drug seems to make itself 
first felt in the patient’s respiratory sys- 
tem. The action there seems to be sup- 
plemented by the onset of muscular 
spasm, which most frequently commences 
in the masseter muscles, but may spread 
to the muscles of the tongue, larynx, and 
thorax. The cyanosis is much accentu- 
ated, if not primarily caused, in many 
cases, by this spasm of muscles at the base 
of the tongue. This spasm, and also laryn- 
geal spasm, can readily be relieved by 
tongue traction, supplemented by arti- 
ficial respiration for a few moments in 
some cases. The appearance of the patient 
is extremely unpleasant, and very similar 
to that of a person deeply under the in- 
fluence of nitrous oxide. Clonic spasm is 
usually seen with this anesthetic, and the 
retraction of the head and opisthotonos 
is very similar to that produced by laugh- 
ing-gas. The patient’s face looks very 
swollen, the eyes are usually open, the pu- 
pils dilated and fixed, but the pulse usu- 
ally beats quite well. 

Seitz, of Constanz, a dental surgeon, 
has gone very carefully into the question 
of safety. He has collected an account of 
over 16,000 cases, with only one death 
recorded. This occurred at Innsbruck in 
1889. The patient was a laborer, aged 
forty-one, and died of respiratory syncope, 
apparently. At the necropsy he was found 
to have an enlarged and fatty heart and 
sclerosed coronary arteries. No other 
case has actually been published, except 
that of a child, aged 134 years, suffering 
from diphtheritic croup, who died during 
a tracheotomy. There is no record of a 
death during a dental operation. 

There have been cases recorded in 
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which asphyxial symptoms have appeared 
and been promptly relieved by suitable 
treatment. 

Luke’s general conclusions in regard to 
ethyl chloride are as follows: 

1. It is very rapid in action, and pleas- 
ant to inhale. 

2. The duration of anesthesia com- 
pares very favorably with that afforded 
by nitrous oxide. 

3. It causes no change of color, or cy- 
anosis, under normal conditions. 

4. The administration is very simple in 
technique. 

5. Its lower rate of mortality, more 
agreeable odor, and method of adminis- 
tration, and the possibility of repeating 
the dose and continuing the anesthesia, 
make it greatly preferable to ethyl bro- 
mide, which cannot be safely readminis- 
tered at one sitting. 

6. The after-effects are slight, if there 
are any. 

7. It is by no means inexpensive, but 
cheaper than nitrous oxide. 

8. It is especially useful when the pa- 
tient is very young, very old, or anemic. 

g. It is extremely portable—a flask 
with sufficient for ten to twelve cases be- 
ing readily carried in the breast pocket. 

10. It is much safer than chloroform, 
as safe as ether, and much better adapted 
for brief operations than either. 

New anesthetics are like a new horse, 
and one is inclined at first to go very 
gently with them. When the writer first 
began to try ethyl chloride, about three 


‘years ago, he used it “with fear and 


trembling ;’ but though familiarity has 
not bred contempt, he now uses it with 
confidence, as a tried friend. He has per- 
sonally administered it in over 300 cases, 
and has had no reason to regret doing so. 
One or two patients have given. some 
trouble, from the onset of marked spasms 
and cyanosis; but as we not. infre- 
quently experience both when using nit- 
rous oxide, if one is accustomed to that 
anesthetic these symptoms are not so dis- 
concerting. He is convinced that ethyl 
chloride is an anesthetic which needs great 
care and watchfulness in its administra- 
tion; and the great rapidity of the onset of 
anesthesia is calculated to catch napping 
the uninitiated and inexperienced. But, 
bearing in mind the rapid elimination, and 
the fact that, when trouble has occurred, 
it has always been of an asphyxial and 























not syncopal character, one realizes there 
is a fair margin of safety. And if we 
meet difficulties, as. we are practically 
bound to do from time to time whatever 
anesthetic we are giving, a cool head and 
the precise and methodical carrying out of 
the usual restorative measures are in all 
probability all that will be necessary to 
bring about the happiest results. 





X-RAY TREATMENT OF CANCER OF THE 
UTERUS: METHOD AND RESULTS. 


TouseEy writes in the Medical News of 
November 14, 1903, of the requirements 
for this plan of treatment and of the re- 
sults to be obtained. For applying the 
4#-Tays a prime requisite is a good examin- 
ing table with leg crutches for a lithotomy 
position. The patient lies on her back 
with her hips at the edge of the table, the 
thighs vertical and legs horizontal, rest- 
ing on the crutches, which are about 18 
inches high. A sheet covers everything 
but the vulva, and after the speculum is 
introduced sheet lead is spread over the 
buttocks and thighs to protect them from 
the #-rays. The speculum most generally 
useful is Nott’s. It is of metal and of the 
general shape of a bivalve speculum with 
a duck-bill posteriorly, but with two nar- 
row arms anteriorly which spread apart 
as they are both separated from the pos- 
terior blade. The tissues most usually 
involved along with the uterus are reached 
through the anterior vaginal wall in this 
way. The specula (Ferguson’s), made of 
celluloid, are transparent to the #-ray, and 
are desirable for some cases with exten- 
sive infiltration. 

The x-ray tube ought to be a large and 
powerful one; the author’s are all of 40 
centimeters capacity—i.e., intended for 
use with a current producing a 40-centi- 
meter spark, and should be of medium 
hardness. By hardness is meant a high 
degree of vacuum, and all the best tubes 
are provided with an arrangement where- 
by the gaseous contents of the tube may 
be added to when the tube becomes too 
hard. For these cases the tube and the 
current should be so adjusted that the 
bones of the hand may be faintly seen at 
a distance of two feet from the tube. The 
author uses a coil with a liquid inter- 
rupter to excite the x-ray tube. 

The distance ought to be about nine 
inches from the anticathode, the disk in 
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the center of the tube from which the rays 
radiate, to the nearest exposed surface; 
and for a beginning exposure the time 
ought not to exceed five or six minutes of 
actual #-radiation. This will probably 
have to be interrupted once or twice to 
allow the tube to cool. The time is gen- 
erally increased at subsequent treatments 
until finally this part of the treatment takes 
twenty minutes, during nearly half of 
which the #-ray is actually shining. 

The second part of the treatment is re- 
quired for those cases, and they are the 
usual ones, in which there is a fibroid or 
other tumor of the body of the uterus. The 
patient may be sitting up, and the #-ray 
tube is placed about nine inches from the 
surface and directed at the tumor right 
through the abdominal wall. It is rather 
better to have the surface of the abdomen 
uncovered, so that we may judge of the 
condition of the skin; it ought to become 
somewhat tanned after repeated exposures, 
but burns and ulcerations do not seem to 
do anything but harm. The time of ex- 
posure here may be about nine minutes, 
distributed over different portions of the 
lower abdomen. 

The third part of the treatment consists 
in the application of the high-tension dis- 
charge by means of vacuum electrodes. 
From one pole of the #-ray coil a rheo- 
phore passes to an insulated handle in 
which there is a metallic socket, and in 
this is fitted a vacuum tube with a bulbous 
extremity. No connection is made with 
the other pole of the coil. The free end 
of this vacuum tube, essentially a Geisler 
tube, is placed upon the surface of the 
abdomen over one of the painful spots, 
and a current strong enough to produce 
a four-inch spark is turned on. The tube 
becomes filled with a series of waves of 
light passing from the rheophore down 
into the body of the patient, and with ab- 
solutely no disagreeable sensation. In 
moving the vacuum tube from one part 
of the abdominal surface to another we 
try to keep it in contact with the skin, as 
otherwise the patient receives a shower of 
sparks which are more or less disagree- 
able. Then again, while this application 
is being made no one should touch the 
patient, as she is quite intensely charged 
with electricity and receives a spark from 
contact with anything that is a good con- 
ductor. The efficacy of these tubes is 
entirely out of proportion to the sim- 



















































plicity of their construction and applica- 
tion. Of course, we know they have a 
coil behind them containing a hundred 
thousand feet of wire and capable of giv- 
ing a voltage of a million; so after all it 
is not strange that they should produce 
very tangible effects. 

The results which may be expected are 
wonderful. The vacuum tubes bring about 
complete relief from pain, and the entire 
treatment, results in a cessation of the 
discharge, disappearance of the odor, 
which in these cases is often most offen- 
sive, and a restoration to general health. 
The fibroid diminishes somewhat in size, 
and the progress of the carcinomatous in- 
filtration is arrested. Each treatment acts 
as a general tonic, and the patients often 
declare that they would be treated every 
day if they could afford it. 





THE REAL PLACE OF ALCOHOL IN MED- 
ICINE. 


In the course of an editorial on this 
subject the Medical News of November 
14, 1903, sums up the facts as follows: 

The true place of alcohol in medicine, 
then, is as a transient, highly diffusible 
stimulant, incident to its active portal oxi- 
dation, and directly, as an oxidant, for the 
purposes of clearing the portal circulation 
and for assisting the hepatic combustion 
of certain foods, which is accomplished by 
the more diffusible (highly alcoholic) 
liquors. 

In clearing the portal circulation the 
active combustion of alcohol acts simi- 
larly to that of the fruit acids, which are 
so popular among hearty eaters for this 
purpose. For the restoration of appetite 
and digestive ability, which formerly was 
afforded by an orange or lemon, the ad- 
vanced epicure finds the more highly dif- 
fusible and combustible cocktail necessary 
with which to precede his meal. 

Medical men can and do make legiti- 
mate use of alcoholic liquors for the above 
therapeutic ends, and by regulating the 
amounts and varieties, the time of taking, 
in relation to food, etc., maximum good 
and minimum evil can be attained, in ap- 
propriate cases. Continued tippling and 
periodic sprees are equally-degrading to 
the body as a whole. The ignorant or 
rash uses of alcoholic beverages are the 
chief causes of mischief which is due to 
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them. There can be no doubt but what, 
all points taken into consideration, the race 
as a whole would be far better off with- 
out them. 

The many diseases due to inebriety, it 
will be observed, are of the degenerative 
type, and are all due either to hypercom- 
bustion (fibrosis, sclerosis) or to suboxi- 
dation, viz., all kinds of degradation and 
degenerations of the brain, nervous, mus- 
cular, and vascular systems. 





THE DERIVATIVES OF MORPHINE USED 
IN MEDICINE. 


Mayor and Fontana (Revue Médi- 
cale de la Suisse Romande, Oct. 20, 1903) 
present an interesting study of the phar- 
macological action of apodionine. They 
conclude that this substance, which is in 
reality a chlorhydrate of apoethylmor- 
phine, does not represent a reénforced 
apocodeine, but that it occupies a position 
midway between the latter alkaloid and 
apomorphine. As it does not produce 
purging in dogs so constantly as does apo- 
codeine, and as it also occasionally pro- 
duces vomiting, they are of the opinion 
that it does not represent an ideal hypo- 
dermic purgative for therapeutic use. As 
an emetic it seems to possess no advan- 
tages over apomorphine. Of the three 
bases which were studied—namely, apo- 
morphine, apocodeine, and apodionine— 
apocodeine was the only one which was 
found to have a direct depressive effect 
upon the respiratory center. 





THE ACTION OF SODIUM CHLORIDE 
UPON THE RENAL EPITHELIUM. 


In La Presse Médicale of October 31, 
1903, Dr. RoMME reviews an article on the 
action of sodium chloride upon the renal 
epithelium, which has recently been con- 
tributed to the Archives de Médecine Ex- 
périmentale by MM. Castaigne and 
Rathery. These investigators immersed 
pieces of rabbits’ kidneys in solutions of 
sodium chloride at a temperature of 37° 
C., and then prepared microscopic sections 
of them with a view of determining what 
changes had been wrought in the renal 
epithelium. They found that the changes 
produced varied greatly with the strength 
of the solution employed, and after many 
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tests they succeeded in establishing the 
fact that only a single solution, of which 
the freezing point was —o°78 C., permit- 
ted the epithelium to retain its normal 
characteristics. Solutions freezing at 
—o°go C. caused shrinkage of the epithe- 
lium of the convoluted tubules and expul- 
sion of a large part of their subnuclear 
granulations. Lesions even more pro- 
nounced than these were observed when 
solutions whose cryoscopic point varied 
from —o°20 C. to —o°30 C. were em- 
ployed, the cells of the convoluted tubules 
being swollen to such a degree that they 
nearly all burst and expelled both proto- 
plasmic granules and nuclei, so that noth- 
ing but a series of vacuoles containing 
here and there a few scattering granules 
were left to represent the cells. That this 
destructive action is not due to any toxic 
properties is shown by the fact that weak 
solutions produced the most marked le- 
sions. The phenomena are easily ex- 
plained, however, by assuming that non- 
isotonic saline solutions injure the renal 
epithelium by a process of destructive os- 
mosis, and this is the view which Castaigne 
and Rathery hold. Do these experiments 
enable us to tell why a diet containing an 
excess or deficiency of salt will at times 
give rise to albuminuria in healthy ani- 
mals and in man? or why an excess of salt 
will increase the amount of albumin ex- 
creted by a patient having Bright’s dis- 
ease, and in some cases cause the develop- 
ment of edema? In answer to these ques- 
tions Castaigne and Rathery state that in 
order for the renal cells to act normally 
they must be bathed in an isotonic liquid, 
and that whenever the osmotic tension of 
this liquid is changed by a greater or less 
concentration of chlorides, the filtering 
power of the kidney is affected and mani- 
fests its injury in the form of an albu- 
minuria. 





TREATMENT OF PUERPERAL INFEC- 
TION. 


BuRTENSHAW writes on this subject in 
the International Medical Magazine for 
November, 1903. He asserts that hys- 
terectomy for puerperal sepsis has never 
been accepted with much favor. As Davis 
says, if operation is performed sufficiently 
early to insure a good result, one can 
never be certain that the operation was 
absolutely necessary. 


The author refers in this brief paper to 
the necessity of evacuating pus collections 
in puerperal infection wherever they may 
occur. 

To neutralize the effects of the germ in- 
vasion, it is of the greatest importance to 
promote frequent and thorough evacua- 
tion of the bowels. The consequences of 
autointoxication from retained intestinal 
contents, even in health, are too well 
known to demand elaboration here, but 
the frequency with which the colon ba- 
cillus is found as a complicating factor in 
septicemia would point to the necessity 
of keeping the canal clear. The action of 
the kidneys should be encouraged. Aside 
from the fact that urinary infection in the 
puerperium is most frequently due to the 
colon bacillus (Webster), the necessity of 
promoting free diuresis will be apparent. 
No more effective agent for this purpose 
is at our command than the saline solution. 

The administration of antistreptococcic 
serum has been disappointing. Marmorek 
himself long since practically repudiated 
the claims he advanced in its favor in 
1895; although recent reports from Ger- 
many show that it is still being used. 
Good results have been reported of late 
from the use of Aronson’s immunizing 
serum, but available data on the subject 
are scarce. The results of the investiga- ° 
tion of antistreptococcic serum, made by 
the committee appointed by the American 
Gynecological Society in 1898, have been 
frequently quoted. This committee col- 
lected reports of all cases of puerperal 
sepsis in which the serum was used from 
the date of its introduction, 1895, to April 
1, 1899. The total number of cases was 
352, the mortality, in which bacterio- 
logical examination was made, 32.69 per 
cent; in cases in which no bacteriological 
examination was made, 15.85 per cent. 

The intravenous injection of formalin 
solution, brought forward by Barrows 
during the present year, has met with lit- 
tle, if any, favor. 

Pryor’s method, of opening the pos- 
terior cul-de-sac and packing the pelvic 
cavity with 10-per-cent iodoform gauze, 
the author considers an excellent one. It 
is well known that in all forms of sepsis, 
and especially in that of the puerperium, 
Pryor’s investigations have shown that 
the iodine reaction in the patient’s urine 
can be demonstrated within two hours of 
the introduction of the gauze. It would 
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appear that that author’s work has been 
along lines that will yield exceptionally 
satisfactory results in the future. 

The favorable results that have been 
obtained from injections of normal salt 
solution, whether intravenously, subcu- 
taneously, or by the bowel, are so well ap- 
preciated that it would appear hardly 
necessary to refer to them here. It is 
known that in no other affection do the 
red corpuscles of the blood suffer de- 
struction so constantly and to such an 
extent as in puerperal sepsis, and in no 
other is the loss of hemoglobin so pro- 
-nounced. In a great majority of such 
cases, also, leucocytosis is marked. At the 
same time, even in very grave cases of 
puerperal septicemia, the existence of 
streptococci in the blood cannot be demon- 
strated.. This is not proof, however, that 
the toxins generated by these germs do 
not circulate in the blood current. It is 
still a mooted question as to the manner 
in which salt solution exerts a favorable 
influence in these cases. The term “lavage 
du sang,” or washing of the blood, would 
appear to be particularly significant in this 
connection. There can be no doubt that 
the salt solution performs this function. 
Whether or not it exerts a destructive ac- 
tion on the germs themselves is not 
known. 





THE SUPRAPUBIC OPERATION FOR THE 
RADICAL CURE OF VARICOCELE. 


TuHornBuRGH (Medical Record, Aug. 
29, 1903) contributes his views on the 
suprapubic operation for the radical cure 
of varicocele and makes a report of eigh- 
teen successful cases. 

The rule laid down in “Tripler’s Man- 
ual” has been followed—.e., operate on 
those cases in which the varicocele is as 
large or larger than the sound testis. The 
suprapubic route seems by all means to 
be the better. The field of operation can 
be more readily rendered aseptic; a dress- 
ing once properly applied will remain in- 
definitely and will not be affected by the 
movements of the patient; primary union 
is a practical certainty. It appears to the 
writer that there are no advantages what- 
ever that can be urged in favor of the 
scrotal incision. 

_ The morning before operation the pa- 
tient is bathed, put to bed, the pubes 
shaved and scrubbed with tincture of 


green soap and water, followed by rinsing 
with ether. A nurse, with sterile hands, 
now rubs in four grammes of oleate of 
mercury over a space completely covering 
the field of operation. A sterile gauze 
dressing is saturated with oleate of mer- 
cury, applied to the skin and bandaged in 
place, first covering dressing with oiled 
silk. The patient is given a dose of salts, 
which is followed by a soapsuds enema 
at 6 a.m. next day. No breakfast, not 
even water, allowed after 6 a.m. Anes- 
thesia commenced at 9 a.M. The dressing 
is removed, and an assistant rescrubs the 
field with tincture green soap and water; 
ether is poured over and rubbed in, fol- 
lowed by alcohol—about 30 cubic centi- 
meters of each. A one-per-cent solution 
of bichloride is now poured over the 
field. The finger of the operator is in- 
troduced into the external ring and a nick 
made with the knife directly over the tip 
of the finger. With this nick as a land- 
mark an incision three centimeters long is 
made parallel to Poupart’s ligament. The 
deep fascia is cut through with the knife, 
and then a little blunt dissection brings 
the cord into view. No blood-vessels of 
any moment are encountered, oozing be- 
ing checked by hot normal salt solution. 
The sheath of the cord is picked up be- 
tween mouse-tooth forceps and torn open. 
The finger of the operator is introduced, 
and the whole cord easily raised from its 
bed and brought out of the wound; a liga- 
ture carrier is then placed beneath it. The 
vas is recognized by its white appearance 
and cord-like feel, and is separated from 
the rest of the cord downward to within 
an inch of the testis. The testis can be 
readily brought into view by gentle trac- 
tion on the cord. The vas is separated 
from the vessels for about 6 or 7 centi- 
meters in an upward direction also. The 
vessels are tied with No. 3 cumolized cat- 
gut ligatures, the véssels between them (5 
to 6 centimeters) excised, the stumps in- 
spected for oozing, the end approxi- 
mated, and the ligatures tied to each 
other, thus forming support for the testis. 

The cord and vas are dropped into the 
bottom of the wound and the wound 
closed by continuous retention and ap- 
proximation sutures. 

The wound is covered with two or 
three thicknesses of naphthalin gauze, then 
ten or twelve thicknesses of plain sterile 
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gauze, aud this held in place by adhesive 
straps. A two-inch thickness of absorbent 
cotton is placed on top, and the whole 
held in place by a spica bandage. 

At the end of twelve days (unless pus 
is indicated) the dressing is removed and 
the suture found absorbed. A little col- 
lodion is painted on the line of incision, 
the patient allowed up and returned to 
duty in three or four days—.e., as:soon 
as there is no tenderness on palpating cord 
and testis. The patient is given a sus- 
pensory bandage immediately after oper- 
ation and told to wear it six weeks. 

In every case treated by this method 
primary union took place, and in one only 
did a drop of pus appear. A cure re- 
sulted in every case. The report covers 
eighteen cases in detail, and the writer 
states that since the article was written 
fifteen additional cases have been oper- 
ated upon with equally satisfactory re- 
sults. 





SUBURETHRAL ABSCESS IN THE 
FEMALE. 


During the past three years MILLER 
(American Gynecology, August, 1903) 
has observed three cases of suburethral 
abscess. The author’s three cases were 
essentially chronic when they came under 
observation. Calculi had been found in 
some cases, and could have caused sup- 
puration by lodging in the urethra, but 
this cannot always be proved, since they 
may have been formed from the urine 
primarily in the sac. Gonorrhea was an 
existing cause in one of the author’s cases, 
and may have been the cause in a second 
case, while in the third instance the sac 
was probably formed from a diverticulum. 
Two of the women had borne children, 
while the one in whom the abscess orig- 
inated in the diverticulum had not. 

The symptoms are principally painful 
urination and a sense of heat and aching 
distress in the urethra. In cases of abscess 
discharging from the internal urethral 
opening, frequent urination and tenesmus 
are noted, becoming more marked, ac- 
cording to Skene, the’nearer the sac is sit- 
uated to the neck of the bladder. Pus is 
(discharged, sometimes suddenly; at other 
times it oozes constantly from the urethra 
and may be mixed with urine. In one of 
the author’s cases it was discharged into 
the urethra during coitus. 


By making pressure through the vagina 
downward along the urethra, the sac can 
be emptied readily. Palpation will detect 
the thickened edges of the wall of the 
urethra, if the trouble has followed peri- 
urethral inflammation. On introducing 
the urethral speculum, a congested mu- 
cosa is revealed, and on withdrawing it 
pus suddenly passes into the urethra as the 
abscess orifice is passed. A bent probe 
can be introduced and the sac further ex- 
plored. Urethrocele and sacculation of 
the middle third of the urethra can be 
easily confounded with these abscesses. 
There is the same painful urination, and 
there may be loss of control of the blad- 
der, but a probe will disclose the small 
abscess opening and anterior urethral wall 
in its proper position. Dilatation of the 
urethra and passage of the finger is of 
special diagnostic and therapeutic value. 

In the cases in which the urethra can 
be thoroughly dilated, and the abscess 
opening enlarged, so that the pus can 
escape readily, spontaneous cure frequent- 
ly occurs, but when the condition is the 
result of periurethral inflammation, this 
is not always feasible. The best treatment 
probably consists of incising the abscess 
sac, after which a retention catheter should 
be worn, or the bladder at least emptied 
at regular intervals with a soft-rubber 
catheter, in order to prevent infection of 
the wound. 

Small incision was all that was neces- 
sary in the author’s three cases. 

With thorough incision and cleanliness 
of the sac and vagina, and employment of 
the catheter, most cases will close within 
eight to ten days. 





SKIN-GRAFTING FOR THE RESTORATION 
OF THE EYELID. 


Skin-grafting for the restoration of the 
eyelids Dopp states (Journal of the Amer- 
ican Medical Association, Oct. 17, 1903) 
differs materially from that in other parts 
of the body. The prime objects in oper- 
ating are cosmetic and restoration of func- 
tion; to attain these the part must be 
freely movable, and not differ markedly 
in color and appearance from the normal 
lid. In addition, the field of operation is 
movable and uneven, making the result 
more difficult to obtain. 

The primary causes for operating are 
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usually cicatricial ectropion, produced by 
burns, wounds, and destructive skin le- 
sions, as blastomycosis and lupus; or to 
fill in a defect after removal of a tumor 
of the lid. In the cicatricial cases the skin 
is destroyed, usually for a large area, and 
is so devoid of the normal blood-vessels 
that nutrition is the problem to be con- 
sidered. The condition is very different 
when the cicatrix is entirely superficial, 
and can be cut through to form a floor 
for the graft. 

The graft of the upper lid must be as 
light as possible, so as not to interfere 
with the movement or press heavily on the 
eyeball. The lower lid tends to draw 
away from the eye, and some form of sup- 
port must be provided for the lid margin. 
The choice of skin graft to be used must 
be determined by the individual case. 

The pedicle graft has fallen somewhat 
into disuse, but it has a place which can- 
not be filled by either the Thiersch or the 
Wolfe grafts. The advantages of the 
pedicle graft are that when placed in a 
region devoid of normal blood-vessels it 
still has a source of nourishment. It has 
the firmness and substance very necessary 
to the lower lids when the muscular tis- 
sue is atrophied, and especially when it is 
necessary to remove the whole thickness 
of the lid, as in tumor. Shrinkage is at 
a minimum, and should not be one-third 
to one-quarter of the original size. Its 
appearance also closely resembles the skin 
which it replaces. The pedicle grafts are 
too heavy for the upper lid. In some 
cases the pressure of the upper lid, formed 
from pedicle grafts, has been sufficient to 
produce corneal ulceration. 

The greatest fault of the Wolfe graft 
is its uncertainty. Good results-have been 
obtained at the time of operation, but 
have completely disappeared a few weeks 
or months later. In the best results the 
graft did not retain more than half the 
size soon after the operation. This does 
not refer to the size of the graft before 
cutting, which should be four or five 
times the size needed. In order to avoid 
shrinkage the author has made his grafts 
as thin as possible, and finds his results 
correspondingly improved. The author 


stretches a graft and pins it inside-out on 
a piece of sterilized board, and then with 
scissors and forceps removes:all the tissue 
possible. 


Grafts treated in this way have 





little left but the epidermis, and the 
shrinkage is comparatively small. The 
color of these grafts remains whiter than 
the surrounding skin, in some cases for 
years—often always. When used on the 
lower eyelid they have given satisfactory 
support, and for that reason are to be 
preferred to the Thiersch graft. They 
are too heavy for the upper lid, and should 
not be used except under special condi- 
tions. 

The shaving or Thiersch graft is prob- 
ably the easiest to handle, and seems to 
grow anywhere if a raw surface is pre- 
pared for its reception. The best method 
of preparing the shaving graft is to have 
the skin perfectly dry, and to remove the 
shaving with a dry razor. The author 
never has any trouble in makng them 
grow if the surface is protected from the 
secretions of the eye, and the lid is kept 
immobilized until the adhesions take 
place. On the upper lid the Thiersch 
graft always serves the purpose well. By 
cutting through the cicatricial tissue a 
smoother surface is obtained, and a light 
graft is no obstacle to a marked improve- 
men. It is this which gives them the pref- 
erenceover the other forms of graft for the 
upper lids. It has been demonstrated that 
the quicker the circulation of the graft is 
established, after being put in position, 
the less the subsequent shrinkage. For 
this reason the field in which the graft is 
placed should be kept quiet and as smooth 
as possible. To accomplish this the lids 
should be stitched together when oper- 
ating on the lower lid. A better plan to 
keep the upper lid in position is to put 
sutures through the edge of it, and fasten 
them to the cheek below with adhesive 
strips. This stretches the lid better, and 
gauze can be put along the edge to take 
up the secretion, which is frequently very 
profuse and troublesome, due to the pre- 
vious exposure of the conjunctiva. 





THE SURGICAL TREATMENT OF 
GASTRIC ULCER. 


Monro (Boston Medical and Surgical 
Journal, Aug. 20, 1903) urges more early 
surgical intervention in the treatment of 
gastric ulcer than is commonly practiced. 
Fully sixty per cent of the cases come too 
late from a surgical point of view. Ulcer 
of the stomach is more and more becom- 
ing a disease to be treated by the surgeon, 























not late but early, before the starvation, 
the long suffering from pain, dyspepsia, 
and fermentation-absorption have reduced 
the patient until he is beyond surgical 
help; before he is anemic from persistent 
bleeding or peritonitic from culpable de- 
lay. Much of the complicated technique 
could be eliminated were it possible to 
give the surgeon his cases when he wishes 
and not when the physician is compelled. 

Three-fourths of the diagnoses by 
chemical analysis are of no practical value 
when it comes to cases that would be 
classed as surgical by a surgeon. The 
important thing for the patient and the 
surgeon is not to know that there is an 
ulcer, but to know that that ulcer is doing 
harm where it is situated; whether the 
ulcer symptoms may or may not be due 
to adhesions; what contractions there are 
consequent upon its healing; whether the 
base of the ulcer is already undergoing 
malignant degeneration; whether the 
ulcer is on one side or the other of the 
pylorus; whether the next hemorrhage 
may not be fatal, as is often the case in 
ulcers medically treated. 

No hard and fast rule can be drawn as 
to what cases are medical and what are 
surgical. Many patients with first at- 
tacks without serious hemorrhage, who 
can give up the time for prolonged rest, 
will recover permanently under medical 
treatment. The following types are best 
considered as surgical: Probable cases of 
relapsing acute hemorrhage; cases with 
hemorrhage if persistent and causing 
anemia; perforation; recurrent ulcer, 
pure and simple, attended with dyspepsia 
and starvation; pyloric obstruction; ad- 
hesions following ulcer or independent of 
it. Scar contraction of the body of the 
stomach. Some cases of intractable dys- 
pepsia, perhaps originating in an ulcer. 





THE SIGNIFICANCE OF ALBUMIN AND 
CASTS IN SURGICAL PATIENTS. 


Munro (Medical News, Sept. 12, 
1903) makes a report of an investigation 
to determine the prevalence of albumin 
and casts in the urine of recent surgical pa- 
tients at the Boston City Hospital. He 
believes that it is extremely doubtful if 
the presence of temporary albumin influ- 
ences the immediate history of patients 
suffering from surgical diseases. 

Five hundred cases showing albumin 
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and casts have been roughly analyzed. Al- 
together 4185 cases were considered. Of 
these, none that showed obvious renal de- 


‘ generation or glycosuria were included; 


nor were patients suffering from genito- 
urinary diseases, burns, erysipelas, or 
similar diseases included. Thirty-five per 
cent of all patients treated in the surgical 
wards showed signs of renal trouble. 
Practically every form of injury and dis- 
ease is included in the present 500 cases, 
the majority being of serious nature. 
These patients with few exceptions were 
etherized, yet there is nothing to indicate 
that any renal damage was inflicted by 
the anesthetic. 

The quantity of albumin varied from 
the slightest trace to one-eighth per cent. 
In 16 cases one-fourth per cent is recorded. 
In about half the cases casts are definitely 
recorded, probably less than the actual 
proportion. Ten per cent of the cases oc- 
curred in children under fifteen years of 
age, being relatively and actually higher 
than anticipated, as only eight per cent 
of all patients treated at the hospital are 
under thirteeen. In forty-four per cent of 
the cases the ages ranged from sixteen to 
thirty-five, the time of life when albumin, 
at least in non-surgical patients, is sup- 
posed to be comparatively rare. Between 
thirty-five and sixty years of age thirty- 
six per cent were found, and ten per cent 
over sixty. 

Of the 500 cases tabulated, 63 died. 
Casts were absent or not seen in thirty 
per cent of these fatal cases. With two 
possible exceptions, the fatal termination 
seems not to have been affected in the 
slightest degree by the urinary condi- 
tions. 

It would seem, then, that we should 
expect evidence of renal irritation in over 
a third of the surgical patients found in a 
municipal hospital. The mere presence 
of a trace of albumin, with or without 
hyaline or granular casts, unattended by 
other evidence of renal damage, should 
not influence the prognosis in surgical 
disease or operation. Albumin and casts 
alone are apparently no contraindication 
to the administration of ether. The age 
at which we must expect albumin and 
casts in surgical patients is under thirty- 
five in over half the cases. The propor- 
tion in young and otherwise healthy chil- 
dren is probably as great as in adults. 
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THE EFFECT OF ERYSIPELAS UPON 
ATROPHIC RHINITIS. 


Somers (Medical News, Aug. 29, 
1903) reports a case of atrophic rhinitis 
which was apparently greatly benefited by 
an attack of erysipelas. 

The case was that of a male, aged 
thirty-eight years, who had always been 
troubled with dryness of the nasal cham- 
bers and pharynx as long as he could re- 
member, and especially since his tenth 
year. The case presented the usual pic- 
ture of atrophic rhinitis without involve- 
ment of the sinuses, that is so frequently 
seen. Treatment extending over a long 
period of time seemed to have but slight 
temporary effect, unlike the results usu- 
ally obtained in the larger number of pa- 
tients suffering with a similar condition. 

The patient received a blow over the 
right eye, only sufficient to barely break 
the skin, and within twenty-four hours 
erysipelas developed over the bruised 
parts and rapidly involved the face and 
neck. The features became unrecogniz- 
able, abscesses developed on each of the 
upper and lower lids, and a portion of the 
lateral cervical glands suppurated. The 
mucous membrane of the nasal interior 
was also involved, while the pharyngeal 
mucosa became dry and fissured. The 
attack of erysipelas ran the usual course, 
remaining localized to the head, face, and 
nasal chambers, and the patient was free 
from all symptoms of the disease after 
seventeen days. A careful examination a 
few days later showed that the ozena had 
entirely disappeared, the nasal mucosa 
was in part covered with but few crusts 
and easily removed, while the necessity 
for the removal of the inspissated secre- 
tions had entirely disappeared. The lower 
and middle turbinals on each side were 
still shrunken, but they presented a more 
healthy appearance, inasmuch as small 
areas of mucous membrane more nearly 
approached the normal, the nasopharynx 
and pharynx still being in part crusted 
and dry, but in no degree comparable to 
their former condition. No treatment was 
advised except occasional cleansing with 
an alkaline solution. 

After nearly a year, the nasal mucosa 
remains somewhat shrunken and atrophic 
in patches over the turbinals, but is else- 
where apparently normal, and the healthy 
areas are increasing in size; the secretions 
are practically normal, and while there 
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is occasional crusting, it produces no ob- 
struction and absolutely no offensive odor 
is discernible. The upper pharynx shows 
in a marked manner the improvement, as 
it is no longer dry, fissured, and covered 


‘with adherent secretions; but while the 


submucous tissue remains atrophied, the 
epithelium has been fairly well restored, 
and except for a slight degree of dryness 
due to the diminished secretions, it no 
longer is the source of the previous annoy- 
ance. 

While one could hardly suggest that 
ozena should be treated by streptococcus, 
cultures as a routine measure, yet in a 
small class of cases in which treatment has 
failed to control the ozena, and in which 
the patient is obliged to desist from active 
business or social relations on account of 
the nasal condition, it would seem that 
the injection of Coley’s fluid, for instance, 
would possibly be productive of some ma- 
terial benefits. 





AN EASILY DETACHABLE PLASTER-OF- 
PARIS CAST. 


BecutoLt (Journal of the American 
Medical. Association, Sept. 5, 1903) de- 
scribes a cast which has been used by him 
on about forty cases with entire satisfac- 
tion. It meets all the requirements of the 
modern treatment of fractures, and has 
the double advantage of ease and rapidity 
of both application and removal. It is 
especially suited to Colles’s fracture, be- 
cause of the ease with which such a perfect 
fitting splint can be made and the readi- 
ness with which it can be removed for in- 
spection, massage, and hot applications. 

For convenience a cast of Pott’s frac- 
ture is described. The foot and leg are 
covered with a stocking or sheet cotton, 
and a Gigli wire saw applied in the median 
line, anteriorly and posteriorly—these to 
be held in place by an assistant, who also 
holds the fractured leg in the proper 
position. A few turns of the plaster 
bandage are then taken around the leg to 
hold the saws in place. A third saw is 
then applied along the sole of the foot and 
secured by a few turns of the bandage. 
The assistant can now busy himself with 
keeping the parts in proper position and 
alignment. The cast is then completed 
by applying successive turns, rubbing 
each turn smooth until it is in the closest 
possible contact with the one directly un- 























der it. It is well to make this cast a little 
thicker than the ordinary circular cast, 
and care is necessary to make the portion 
over the foot and around the heel of equal 
strength as the rest of the cast. The only 
precaution necessary is to keep both ends 
of each saw free and avoid bending the 
saws at a sharp angle. By the time the 
last bandage has been put on it will be 
hard enough to saw. It need not be dry. 
A suitable handle or a small nail is at- 
tached to the loop in the end of the Gigli 
saw, and by pulling the saw steadily until 
it moves freely the cast can be cut through 
in about ten seconds, leaving two straight 
edges. An ordinary roller bandage is put 
around the cast while it is still in position 
on the leg to hold the two halves together. 
If a stocking is used it must be split with 
a pair of scissors before the cast is re- 
moved, and it then forms a good lining. 
If sheet cotton is used the leg should be 
covered by a new layer before reapplying 
the cast, to take up the space occupied by 
the old cotton and to form a comfortable 
lining. 





ESOPHAGEAL SURGERY—SUMMARY. 


The esophagus, more intolerant of vio- 
lence than even the urethra, requires care 
and delicacy in surgical work. Do not, 
says MrixTerR (Boston Medical and Surgi- 
cal Journal, Aug. 27, 1903), even examine 
too long at the first sitting if the instru- 
ment does not pass easily. Too prolonged 
probing may send the patient home with 
a stricture that is tightly closed by swell- 
ing, and the result may be serious. 

Of the chief causes calling for inter- 
ference, congenital malformations are the 
most puzzling. Existing for years they 
make their presence known suddenly. In 
a case of an exaggerated form the trouble 
was thought to be due to the ten-year-old 
boy having swallowed a small metal disk 
when he was four years old. Death fol- 
lowed gastrostomy. On autopsy there 
were discovered two tubes, one reaching 
from the pharynx nearly to the stomach, 
the other from the stomach nearly to the 
pharynx, with only a small opening be- 
tween them about three inches from the 
stomach. 

Such a case might be cured in a man- 
ner mentioned later on under the topic 
of cicatricial contraction. 

The ideal treatment in case of a con- 
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genital pouch if it can be reached is ex- 
cision and suture. This restores the 
function perfectly. 

A palliative treatment in case of a 
pouch is the passage of a bougie. The 
patient may be given a large bougie and 
taught to apply it for his own comfort. 
Unfortunately, bougies of the kind re- 
quired are apparently obtainable only 
from Paris. They are woven like urethral 
bougies, with olive tip, and polished. 
Some are loaded with fine shot. The larg- 
est sizes should be at least three-fourths 
of an inch in diameter. 

To find the lower opening, almost al- 
ways on one side of the canal, it is well to 
use a bougie bent at a slight angle, or even 
of a bayonet shape, so that the point will 
hug the side of the canal. A whalebone 
stylet, bent to the proper angle by heat, 
may be forced down into the hollow 
bougie. It should be remembered, how- 
ever, that even these flexible instruments 
may inflict fatal injuries. 

The bulb probang is a useful instrument 
for exploration and diagnosis, but is not 
to be recommended for dilatation. 

In case of impacted foreign bodies in 
the esophagus, so much has been written 
that one need only mention the great ad- 
vantages of esophagotomy or gastrotomy 
in their removal, over prolonged or vio- 
lent attempts with forceps, coin catchers, 
and similar instruments. 

The removal of foreign bodies with 
suitable constructed esophageal tubes or 
specula and forceps is often most success- 
ful in the hands of the expert laryngolo- 
gist. This should always be tried if the 
right man and instruments are at hand. 

Malignant disease of the esophagus is 
the most frequent cause for seeking surgi- 
cal aid. Averting starvation and reliev- 
ing the patient is about the only thing 
that can be done. If the growth is high 
up, it may be removable. In this case the 
lower end of the esophagus is brought 
into the lower angle of the wound. 

Dilating the stricture is the most com- 
mon method of treatment, and is the most 
satisfactory in many cases, especially if 
the food is introduced into the stomach 
at the same time. In many cases there is 
hemorrhage or irritation caused by every 
introduction of the bougie, and it is in 
these cases that Symond’s method of per- 
manent tubage is of great help. The tube 
is introduced over a small bougie as a 
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guide, and is left in for a week or two, 
the patient swallowing liquids easily until 
the tube becomes foul and stopped. 

It should be remembered that a pouch 
almost always forms above a malignant 
stricture, hence the passage of a straight 
instrument may not be possible. For im- 
passable or very irritable strictures of this 
sort, esophagostomy or gastrostomy is de- 
manded. Most satisfactory results have 
come from esophagostomy in cases where 
the disease has been high up. 

Of syphilitic strictures there is little to 
be said except that they are far from 
common, and should be treated with ap- 
propriate medication and dilatation. 

Cicatricial strictures of the esophagus, 
the result generally of swallowing strong 
acids, sometimes alkalies, are among the 
most common and obstinate lesions of this 
canal that the surgeon is called upon to 
treat. They are generally multiple and 
difficult to treat, often with several ac- 
quired pouches. Constant dilatation will 
serve to keep the canal patent, but often 
the canal is tortuous and even impassable 
to the smallest bougie. Sometimes an in- 
strument may be passed upward from the 
stomach through a gastrotomy opening, 
but it is by no means easy. It is in such 
cases that the method of Abbe—sawing 
through the stricture with a string—is of 
the greatest benefit. By this method most 
desperate and apparently hopeless cases of 
multiple stricture both in children and in 
adults have been relieved. Such cases 
have been kept living the remainder of 
their lives dependent upon a tube and tun- 
nel in connection with a gastrostomy 
opening. 

Gay, in discussing Mixter’s summary, 
calls attention to the diagnosis of foreign 
bodies in the esophagus, since many 
physicians have never met with the acci- 
dent. 

The clinical picture of a person with a 
foreign body lodged in the esophagus once 
seen can never be forgotten. Depressed, 
anxious, debilitated from the lack of nour- 
ishment, dreading to make the effort of 
swallowing, and accomplishing that func- 
tion only with great difficulty and after 
repeated trials, locating the tender or 
painful point definitely, and always in the 
same place—these symptoms point very 
strongly to the pressure of a foreign body 
in the gullet. The diagnosis is complete 
if it can be confirmed by an examination 
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with an ivory-tipped bougie or similar in- 
strument. Unfortunately many foreign 
substances elude the peculiar impact of 
the bougie, and thus little or no aid is to 
be obtained in that manner. The above 
symptoms, however, if severe and pro- 
gressive, justify an exploratory operation. 

The #-ray furnishes unmistakable evi- 
dence of the presence of certain substances 
in this part of the body, as well as in every 
other. False teeth, pins, needles, and 
other metals are readily shown by these 
rays, and thus give the benefit of a posi- 
tive diagnosis. 

Gay thinks that little dependence can be 
placed upon bristle and other probangs 
for the removal of foreign bodies from 
the gullet. They sometimes succeed but 
oftener fail in accomplishing the object. 
He once removed a large piece of turkey 
bone and meat with the bristle probang, 
twenty-four hours after its introduction. 
In a case of a child three and a half years 
old, a careful examination under chloro- 
form failed to reveal any foreign body, 
although the symptoms pointed strongly 
to its presence. Operation was refused. 
Eight months after the supposed accident 
the boy vomited a pewter quarter of a dol- 
lar. All symptoms, including a persistent 
hoarseness, soon after disappeared, and 
the boy was perfectly well. 

In regard to the method of doing eso- 
phagotomy the only point especial atten- 
tion is called to is the use of some me- 
tallic guide in the esophagus. The great 
advantage of this sort of an instrument 
over a flexible one is that it can be more 
readily introduced, can be manipulated 
and controlled at will, and hence made 
prominent at place of incision of the eso- 
phageal walls. The ordinary uterine 
sound answers the purpose very well, es- 
pecially in children, but anything having 
the necessary curves and stiffness will do. 

In a thin neck, free from edema or 
swelling, the operation for opening the 
esophagus is not a difficult one, but under 
opposite conditions it may be very diffi- 
cult. Hemorrhage usually gives little or 
no trouble, and often no ligatures are re- 
quired. Chloroform probably gives less 
danger in operations upon the esophagus, 
as well as in those involving the trachea. 
By its use there is avoided the spasm of 
the glottis and free accretion of mucus, 
which at times threaten to drown the 
patient. 
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SYPHILIS AND MARRIAGE. 


Except in rare cases, according to Mar- 
shall’s study of the statistics of Tamouski, 
Fournier, and others (quoted in Treat- 
ment, August, 1903), syphilis is only a 
temporary cause of prohibition of mar- 
riage. 

Three or four years after the onset is 
the time given by Fournier as the mini- 
mum time before marriage can be sanc- 
tioned. Hutchinson gives two years. 

The absence of lesions requires little 
comment, but Cullerier has reported cases 
to show that the fetus can escape infection 
even if the father is in a contagious state. 

Relapsing erosions of the mouth and 
penis are especially dangerous. The first 
pregnancies are abortions; later ones end 
in the bifth of syphilitc children; after a 
time healthy children are born. Excep- 
tion has been made to this universal law 
of Diday owing to the fact that a syphi- 
litic child is sometimes born after a healthy 
pregnancy ; but here there may be the pos- 
sibility of another father. 

The period of immunity since the last 
signs of syphilis should coincide with the 
suspension of treatment. This, according 
to Fournier, should be from one and a 
half to two years, during which time no 
treatment has been given. 

In severe cases the time of probation 
should be prolonged. On the other hand, 
it is a mistake to relax the other rules 
because of the mild character of the dis- 
ease, for it is well known that cases or- 
iginally benign may be followed by severe 
later symptoms. Fournier’s analysis of 
84 cases of locomotor ataxia shows this 
well, no less than 74 cases occurring after 
benign syphilis, but such results are prob- 
ably due to insufficient treatment. 

Treatment by the intermittent method 
is advised by Fournier for three or four 
years. Chronic disease, he argues, should 
be dealt with by chronic treatment. 

If signs of syphilis appear after mar- 
tiage, the lesions should be - cauterized 
with acid nitrate of mercury. A severe 
mercurial treatment should also be un- 
dertaken. Pregnancy should be avoided. 

If the wife is pregnant, but has no signs 
of syphilis, the course to adopt is a mat- 
ter of opinion. If she has had previous 
abortions, mercurial treatment should be 
given. If it is a case of first pregnancy, 
the course of action depends on the age 


and quality of the disease of the husband 
and on the treatment he has undergone. 

The conditions being bad in the hus- 
band, mercury should be given to the wife 
in small doses. 

If the wife is contaminated and preg- 
nant, treatment of the mother often pre- 
vents abortion, and may lead to the birth 
of a healthy child. Fournier is of the 
opinion that there is no evidence that 
mercury, given in moderate doses, ever 
causes abortion. 





ANASTOMOSIS BY A SIMPLE METHOD. 


A modification of Halsted’s method of 
anastomosis devised by HEPPERLEN 
(Western Medical Review, Sept. 15, 
1903) is said to possess the advantage of 
simplicity. 

Instead of an inflated rubber cylinder 
in the bowel over which to stitch, a gelatin 
cylinder is employed. This serves as a 
firmer support, takes a very short time to 
introduce, and when the work is com- 
pleted, absorbs, leaving no after-trouble. 
The emergency box of the practitioner 
can have a supply of these different-sized 
cylinders put up in aseptic packages ready 
for immediate use, saving the time usually 
lost in sterilizing and making preparations 
before the operator can begin the anas- 
tomosis. The same material may also be 
used for gastroenterostomies or gall-blad- 
der work by having it molded in requisite 
sizes. 

When the capsule is placed in posi- 
tion there are inserted a few interrupted 
sutures through all the coats of the bowel 
to hold the parts in coaptation. The work 
is then completed with an unusual suture. 

A fine intestinal silk twenty-four inches 
long, doubled, with a needle on each end, 
having the knot where the ends of the silk 
are tied in the center, is employed. The 
first suture is started under the mesentery 
attachment, a needle being inserted with 
each hand at the same time through the 
two outside coats of the bowel, an eighth 
of an inch from the cut margins, picking 
up a loop about one-twelfth of an inch in 
length, according to the method of Lem- 
bert. The parts are drawn together and 
tied at every stitch. This is continued 
until the bowel is completely encircled. 
The mesentery opening is closed with the 
same suture, care being taken to pass the 
needles under the small vessels in the peri- 
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toneal coat so as not to constrict the blood- 
supply more than is necessary. 

This stitch can be introduced practically 
without handling the parts in about one- 
fourth to one-eighth the time required for 
any other, and the bowels are also held 
more firmly. 

An end-to-end anastomosis may be per- 
formed in the foregoing manner in from 
five to ten minutes, or as quickly as a 
Murphy button could be introduced. Very 
little suture material is required. The 
parts are held so firmly that escape of the 
bowel contents is impossible. It is readily 
seen, also, that the same method can be 
used for any other internal anastomosis. 





DAVISON LIGATURE—ADVANTAGES IN 
HERNIA AND OTHER LAPAROTOMY 
CASES. 


From his experience in seven inguinal 
hernia cases, and in eleven other lapar- 
otomy cases, Hamitton (Western Medi- 
cal Review, Sept. 15, 1903) deems the 
Davison ligature to have not a few im- 
portant advantages. 

There is certainty that all suture or liga- 
ture material placed in the wound has 
been made absolutely sterile by boiling in 
water. The layer approximation of tissue 
is accurate. When healing is completed 
the buried sutures are easily removed. 
Capillary drainage from each layer is per- 
mitted. Application is rapid. There be- 
ing no perforation of the skin by sutures, 
there is only slight scarring. All the ad- 
vantages of permanent buried suture are 
obtained through the Davison ligature, 
without the danger of further irritation 
and extrusion of the knot. There are 
also the advantages of non-absorbable 
suture without the danger of sepsis from 
the suture, and without producing a nidus 
for septic germs from the blood current 
during absorption. 

The suture material must be coarse, 
‘selected Spanish silkworm-gut at least 
thirteen inches long and without defect 
or flaw. For convenience of identification 
of the different layers of sutures it is best 
to color them black with silver nitrate, 
blue with alcoholic solution of methylene 
blue, and red by alcoholic solution of car- 
bol fuchsin. 

The feature of the ligature is a simple 
reverse bow-knot, tied at each end of the 
wound, four or five inches from the end 
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of the strand, thus allowing the end of 
the strand to protrude from the angle of 
the wound. The special instruments re- 
quired for applying this ligature are two 
pairs of smooth tissue forceps, ground to 
a narrow point. 

This method of suture can be used in 
any laparotomy, in which there are no 
provisions for a drainage and in which 
the incision is in a straight line. 

In the closure of abdominal sections 
the wounds are closed by suturing each 
layer with a continuous silkworm-gut 
suture, the ends of which are left out at 
the angles of the wound, to be removed 
by traction after healing is complete. The 
suture in the strongest layer is tied by a 
reverse bow-knot four or five inches from 
the end of strand, and introduced in a 
firm place in the fascia, back.from the 
edge of wound. The wound is closed by 
the continuous herring-bone suture. At 
the last stitch the suture is drawn tight, 
grasped by a smooth-pointed dissecting 
forceps at its exit from the fascia, while 
another bow-knot is tied below the point 
of forceps. With practice this can be 
done without a particle of slack being left 
in the suture. It can be tied in this man- 
ner as closely as in the ordinary method 
of tying a continuous suture. This layer, 
securely fastened, takes the tension en- 
tirely off the other layers, hence it is not 
necessary to use the reverse bow-knot in 
the other layers. 

The skin is closed by the Halstead sub- 
cuticular stitch of silkworm-gut. 

The elasticity of silkworm-gut makes 
the sutures very nearly straight in the 
tissues by the end of a week, so that it is 
very easy to remove them by traction. In 
removing these sutures, the patient re- 
laxes the abdominal wall by elevation of 
the thighs and shoulders. The ends of 
the ligature are grasped in an artery for- 
ceps, protected by a bit of gauze, and 
wound up close to the skin. Simultaneous 
traction is gently made on forceps used 
like the handle of a corkscrew, which un- 
ties the knots. One ‘end of the stitch is 
cut short. The ligature is removed by 
traction on the other end. The other 
sutures are removed by cutting off one 
end of strand and by traction on the other 
end with the protected forceps. 

The same method of suture can be ap- 
plied to any of the standard operations for 
the radical cure of inguinal herniz. The 























sac is closed by a continuous mattress su- 
ture of silkworm-gut, the ends being 
shirred up, making a sort of double purse- 
string suture. The lower end is marked 
by a knot for identification and the ends 
are tied together and brought out of the 
upper angle of the wound. This suture 
is removed at the end of a week by pull- 
ing up the lower strand and cutting it 
short and then drawing out the upper 
fragment. 

In the operation for herniz in which 
Poupart’s ligament is imbricated over the 
conjoined tendon, behind the cord, a 
simple continuous basting stitch tied at 
either end is used. The suture with the 
reverse bow-knot tied at one end is passed 
through Poupart’s ligament about one 
centimeter from its free edge, close to the 
cord penetrating the ligament from the 
outside and emerging from its internal 
surface. The suture is next carried across 
the wound behind the cord, and penetrat- 
ing the conjoined tendon at the same level 
and distance from its edge, and emerging 
on the peritoneal side of the conjoined 
tendon. The suture is then returned 
through the same tissues in the opposite 
direction, one centimeter below the first 
perforation, completing one unit of the 
continuous basting or sailor stitch, which, 
when completed, is tied in position with 
the reverse bow-knot. The free ends are 
allowed to extend out at the angles of the 
wound. This is the strong layer, and 
when sutured firmly takes the tension 
from the other layers. 

The fascia of the external oblique 
muscle is sutured to the shelving edge of 
Poupart’s ligament over the cord with a 
continuous herring-bone stitch, the ends, 
without being tied, projecting from the 
angles of the wound. The skin layer is 
closed by the subcuticular suture as de- 
scribed before. 





CICATRICES—NEW TREATMENT. 


The superficial scar can often be much 
improved by massage if there is tension 
and wrinkling, while for the deep atrophic 
scar, remarks VaRNeEy (Jnternational 
Journal of Surgery, October, 1903), with 
its whitish new formation contrasting 
with the normal skin, little can be done 
aside from excision. 

The histological changes of the skin 
however, under z-ray stimulation, are 
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now clearly demonstrated by many in- 
vestigators. These are found to consist, 
under mild applications, almost exclus- 
ively in a cellular action. Elastic, muscu- 
lar tissue and cartilage are affected only 
when the rays are used to an intense 
degree. 

In the application of the rays in pitting 
following smallpox, the best results are 
obtained if the case can be irradiated be- 
fore the inflammation has subsided around 
the pocked area. All the cases treated 
thus far by the reporter have been dis- 
charged from the hospital in at least two 
weeks, so that while the results were 
most gratifying after this lapse of time, 
it is believed to be possible with +x-ray 
treatment, as soon as the pustule begins 
to heal, to completely fill up the very de- 
forming pit. 

In applying the rays to the remaining 
pits, it is important that the patient be 
given mild irradiations, increasing daily 
until symptoms of inflammatory reaction 
develop. It is at this stage that rapid 
proliferation of the epithelial cells is pro- 
duced, at which time treatment is dimin- 
ished, continuing mild irradiations until 
the pocked area is filled or healed up 
above the surrounding skin with epithelial 
cells. If the hand is passed over the area 
treated at this time, a distinct grating sen- 
sation is experienced. 

As the erythema or inflammatory con- 
dition subsides, the pocked area is not 
only filled but assumes the color of the 
normal skin. This is permanent, and there 
is no harmful effect upon any of the gland- 
ular functions of the skin, aside from the 
falling out of hair, which returns. 

The same gratifying results are ob- 
tained in cases of acne with no recurrence 
of the disease, as well as with scars of old 
tubercular conditions, keloids, burns, and 
the like. 

Better results can be obtained in the 
treatment of old scars, as from burns, by 
first scarifying the scar tissue and then 
applying the rays. 

Great care must be exercised in this 
treatment by watching the amount of 
stimulation that is being produced. If an 
alarming inflammation occurs, the patient 
should be seen daily. Mild treatment 
should be continued which will check this 
condition much more quickly and with 
less destruction than if left without treat- 
ment. 
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CYSTIC TUMORS OF THE MAMMZ 
TREATED BY FORCIBLE MASSAGE. 


Cutting operations are unnecessary for 
the removal of cystic tumors of the breast, 
and such patients Snow finds (British 
Medical Journal, Oct. 17, 1903) can be 
relieved without mutilation. The breasts 
of these patients are full of a decompos- 
ing and more or less unhealthy milk. The 
women are single or have not borne a 
child for a long term of years. By forci- 
bly massaging out this milky secretion 
under anesthesia the trouble at once van- 
ishes. When ruptured, no serious in- 
flammatory reaction follows. There is 
no pain, and no suppuration. The patient 
should be anesthetized, the cyst ruptured 
subcutaneously, and the viscid yellow or 
greenish-black contents squeezed from the 
nipple until no more can be expressed. The 
breast is a little sore for a day or two, but 
this promptly subsides, and no further 
treatment is required. This treatment 
should not be employed if there is any 
suspicion of malignancy. The author has 
used this method in ten cases, and so far 
as known there has been no recurrence. 





URINATION—ABNORMAL FREQUENCY 
OF URINATION TREATED WITH 
EPIDURAL INJECTIONS. 


Thirty-three cases of frequency of uri- 
nation treated with epidural injections 
have exhibited results that VALENTINE 
and Townsenp (Medical Record, Sept. 
26, 1903) call encouraging. Twenty-five 
patients were removed before a full his- 
tory could be obtained, but in eight cases 
more details were obtained. The injec- 
tions in no case were followed by unto- 
ward results. The frequency with which 
the bed and clothing were wet, or the 
abnormal ‘frequency of voluntary urina- 
tion, was either reduced or entirely 
checked, at least for the time being. 

The injections are made into the sacral 
canal between the periosteum of the ver- 
tebrz and the dura mater. The canal is 
reached through its opening in the sacrum, 
but great care must be taken to locate the 
exact place. It should be remembered 
that the sacral hiatus is not in the line 
between the nates when the patient lies 
on his side. 

The patient may be placed on either 
side, most comfortably on a table suffi- 
ciently high to render excessive stooping of 


the operator unnecessary. When the epi- 
dural injections are made for disturbances 
in urination, it is well to place the patient 
in a species of Sims’s position, with the 
knees drawn as tightly as possible toward 
the chest, and the legs flexed. 

The skin over the sacrum is scrubbed 
thoroughly with Synol soap, and is then 
wiped with sterile pledgets of alcohol, but 
not dried. The operator’s hands are 
cleansed in the same manner as is the re- 
gion to be punctured. 

To find the point of puncture, the left 
palm is pressed upon the sterilized skin, 
with the fingers well extended and held 
closely together. They are passed down 
the skin over the sacral spinous processes 
until the last perceptible one of these is felt 
under the pulps of the left index and mid- 
dle fingers. These are then slightly sep- 
arated and pushed downward until each of 
them presses an osseous tubercle. The 
skin is firmly stretched with the same fin- 
gers over these tubercles—between them 
is the space to be punctured. 

The solution used in the cases reported 
was a sterilized decinormal salt solution at 
a temperature of 99° to 100° F., and in 
varying quantities. The instrument was 
a syringe of a capacity of 5 cubic centi- 
meters, provided with tempered steel 
needles 0.06 centimeter long, .7 of a mil- 
limeter in caliber, with an eye 3 milli- 
meters in size at the point. 

The syringe and its needle are sterilized 
by boiling, and the needle is passed 
through an alcohol flame before each in- 
jection. 

The needle is taken between the right 
thumb and middle finger, the tip of the in- 
dex-finger resting upon the attachment of 
the needle. So held, at an angle of about 
40 degrees to the sacral curve, it is thrust 
through the space of skin tensely stretched 
by the left fingers. An instant later the 
right fingers receive the sensation that is 
imparted when an instrument is tested by 
means of tense drumhead. This is pro- 
duced by the needle’s point traversing the 
posterior inferior sacral obturating mem- 
brane. The shaft of the needle is then 
depressed about 30 degrees and the left 
middle fingers raised from the skin. The 
left index is pressed upon the point of 
puncture to steady the needle and the tis- 
sues. In this position the needle is cau- 
tiously pushed up into the sacral canal. If 
each step of the technique has been sedu- 

















lously followed and no gross abnormality 
exists, the needle can be entirely inserted 
without touching the periosteum of any 
part of the sacral canal. 

The left thumb and index-finger now 
firmly hold the needle’s attachment, while 
the syringe is attached by the right hand. 
Nine-tenths of the contents of the syringe 
is then slowly injected into the sacral ca- 
nal without moving the needle. Then, 
still slowly injecting, the needle is gradu- 
ally withdrawn until its point is just be- 
neath the skin. The last drop or two of 
the solution is then forced out, forming 
a little bulla at the point of insertion. 
If these precautions have been carefully 
observed there will not be even a slight 
oozing of blood from the puncture. 

Subsequent to withdrawal of the needle, 
the region is wiped dry with a bit of ab- 
sorbent cotton, and the site of the punc- 
ture is covered with a little collodion. 

The operation isnot more painful than 
hypodermic injection. Generally there 
are no immediate after-effects. Of the 
cases observed, eight received the injec- 
tions but once weekly. 

Such injections with decinormal salt so- 
lution offer, it appears, the most promis- 
ing results in abnormalities of urination 
due to faulty vesical innervation. Incon- 
tinence of urine, enuresis, excessive fre- 
quency of urination (unless due to other 
pathological conditions), can be at least 
ameliorated by epidural injections. The 
injections can be made by any practitioner 
who follows the technique above outlined, 
and who is alert to those anatomical vari- 
ations so frequent in the region concerned. 








Reviews. 








Procressive Mepicine. A Quarterly Digest of 
Advances, Discoveries, and Improvements in 
the Medical and Surgical Sciences. Edited by 
H. A. Hare, M.D., Assisted by H. R. M. 
Landis, M.D. Volume IV. 

Philadelphia and New York: Lea Brothers 

& Co. December, 1903. 

This issue of Progessive Medicine is 
one of the most important of the four 
volumes of the year. The first article 
deals with Diseases of the Digestive Tract 
and Allied Organs, the Liver, Pancreas 
and Peritoneum, and is written by Dr. 
John C. Hemmeter, of Baltimore, who is 
so well known in this country and abroad 
for his contributions to the study of dis- 
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eases in these parts, and also because of 
the monographs which he has written, and 
which are recognized as being almost 
classical in their special lines. Perhaps. 
the subjects which will prove most inter- 
esting to the general practitioner are 
those which deal with the diagnosis and 
treatment of various affections of the gall- 
bladder and pancreas. His article is fol- 
lowed by one by Dr. Bloodgood, of Bal- 
timore, in which he first discusses the 
treatment of shock, and hemorrhage, and 
then proceeds to a consideration of anes- 
thesia and intravenous injections. Dr. 
Bloodgood brings to the preparation of 
his article not only large clinical experi- 
ence, but also a thorough understanding 
of the large literature of this department 
of surgery. His article is copiously illus- 
trated. Still another department which 
we believe will be particularly interesting 
to the general practitioner is the article 
by Dr. Belfield, of Chicago, upon Genito- 
urinary Diseases. In this article copious 
references to current literature are made, 
and an interesting discussion of the em- 
ployment of the various remedies for the 
destruction of the gonococcus are consid- 
ered. In that part of the article which 
deals with the surgery of the kidney and 
ureter most interesting information is 
given in regard to the newer statistics 
governing operation upon these parts. 
What Dr. Bradford has to say, too, in 
regard to the geographical distribution of 
calculus and the occurrence of albumin- 
uria is of interest. This article is fol- 
lowed by one on Physiology by Dr. Bru- 
baker, of Philadelphia, and this again 
by a most valuable and interesting article 
upon Hygiene by Dr. Harrington, of 
Boston. Articles on hygiene seldom inter- 
est the general practitioner, but Dr. Har- 
rington not only writes in a charming 
way, but brings before us questions as to 
the frequency of the various infec- 
tious diseases, and as to the meth- 
ods of their spread, which  can- 
not fail to interest any one who has any 
concern with medical matters of the day. 
Finally, the volume closes with a com- 
prehensive article by Dr. H. R. M. Lan- 
dis, in which a review of the therapeutic 
methods which have been introduced dur- 
ing the last twelve months is given, and 
from which the practitioner can obtain 
many useful points. 
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A TExtT-BoOK OF THE Practice oF Menpicine. De- 
signed for the Use of Students. By James 
Magoffin French, M.D. Large 8vo; 800 pages, 
illustrated with ten full-page plates in black, 
colors, and tints, and fifty wood-engravings. 
Muslin, $4.00, net; leather, $4.75, net. 

New York: William Wood & Co., 1903. 


The plan of this book is to provide a 
brief discussion of the most important sim- 
ple pathological processes, including a 
cursory mention of some of the principles 
of bacteriology and of infection and im- 
munity; also to give a brief statement of 
the clinical laboratory methods, and at 
the same time to present a general text- 
book discussion of medical diseases. This 
is a somewhat difficult undertaking, par- 
ticularly in a single volume of this size; 
and it is hard for the author to avoid 
turning the book into something midway 
between a quiz-compend and a Practice 
of Medicine. 

In most instances the diction is good, 
the statements are concise, and the descrip- 
tions are clear. On account of the neces- 
sity for brevity, however, and perhaps 
because of some lack of perspective, the 
descriptions of diseases are sometimes mis- 
leading—and would certainly be so to a 
student. For example, in the description 
of the third week of typhoid fever, which 
is intended to represent the usual picture 
of this stage of the disease, hemorrhages 
are mentioned as if they were of common 
occurrence, not as a serious complication, 
and the general picture presented is that of 
an extremely grave case. The same ten- 
dency, in a rather different form, is shown 
for instance in the description of hemato- 
porphyrinuria—a condition which, while 
not common, is of extreme importance 
when it does occur. After having read a 
good description of this condition, and 
certainly after having once seen the re- 
markable color of the urine, no one, upon 
seeing urine of the same kind, could avoid 
suspecting the presence of hematopor- 
phyrin; yet the author merely says that 
the urine is “dark and concentrated,” and 
gives the remainder of the four lines de- 
voted to this condition to an enumeration 
of the conditions in which hematopor- 
phyrinuria occurs. 

There are also some inaccuracies in the 
work that are scarcely excusable. For in- 
stance, albumosuria is stated to occur in 
many conditions; but the reaction referred 
to is one of those used for the rare Bence- 


Jones body, while distinctive reactions for 
the much more common deuteroalbumose 
are not mentioned. Phosphaturia, like- 
wise, is distinctly spoken of as “an in- 
creased elimination of phosphates,’”’ while 
what is clinically called phosphaturia is 
usually not an increased elimination of 
phosphates, but a precipitation of phos- 
phates. 

In some instances, however, the author 
shows a distinctly impressive manner of 
treating the matters discussed. The de- 
scription of septicemia, for example, is 
put in an unusual and useful form, though 
again the brevity of the text excludes a 
number of facts that are at least equal in 
importance to most of those included. 

The reviewer has never been convinced 
of the usefulness of books that discuss 
many things in a cramped space. 

D. H. E. 


GENERAL PatuHotocy. By Dr. Ernst Ziegler. Tenth 
Revised Edition. Translated and Edited by 
Aldred Scott Warthin, Ph.D., M.D. Royal 
8vo; 784 pages, illustrated with 586 engrav- 
ings in black and many colars. Muslin, $5.00, 
net; leather, $5.75, net. 

New York: William Wood & Co., 1903. 


The tenth edition of a work that has 
from the time of its first appearance oc- 
cupied so prominent a place as Ziegler’s 
Pathology is not subject to much criti- 
cism. There are two points about this 
translation of the tenth edition, however, 
that are of especial interest to English 
readers. In the first place the diction has 
been much improved, and is now in most 
particulars excellent; and in the second, 
the entire original literature has been in- 
cluded, and the most striking recent Amer- 
ican and English literature has also been 
incorporated in this new volume by Dr. 
Warthin. It was unquestionably a waste 
of good material to leave this out of the 
previous editions for the sake of saving 
a few pages. A collection of literature 
like this is of immense value to any one 
that has an active interest in pathology. 

There are a few points, especially under 
“Parasites,” that have been omitted, al- 
though they might properly have been 
included. The most striking of these are 
the recent reports on the occurrence of try- 
panosoma in man, and the work on the 
spotted fever of the Rocky Mountains; 
and the Uncinaria Americana is referred 
to by name only, while it would perhaps 
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have been wiser to have given a brief but 
distinct description of its characteristics 
and of its pathological importance. Some 
mention of the work of Flexner and 
Noguchi on snake-venom would likewise 
have been useful. 

It is always easy, however, for a re- 
viewer to discover facts that he individu- 
ally would have included in a work. Cer- 
tainly nothing of marked established im- 
portance in recent literature has been 
omitted by the American editor. The 
work has in general been brought well up 
to date; it is translated in an attractive 
manner, and it has been much improved 
by the addition of a large number of new 
illustrations, as well as by the previously 
mentioned inclusion of literature. The 
book has long been well-nigh indispensa- 
ble, and a new edition of this translation 
that is so well edited as this is welcome 
to those who do not read German readily. 

D. H. E. 


Tue Mepicat Recorp VisitiINGc List FoR 1904. 
Price, $1.50. 
New York: William Wood & Company, 1903. 


This excellent visiting list is once more 
put before the profession for use during 
the coming year. It contains pages for 
the recording of thirty patients per week; 
other pages for records of consultations, 
special memoranda, obstetric engage- 
ments, vaccinations, nurses’ addresses, ac- 
counts and deaths; and is in every way 
equal to the list which they have published 
in previous years. 


OrtHopepic SurcErY. By Royal Whitman, M.D. 
Second Edition, Revised and Enlarged; 507 
Engravings. 

Philadelphia and New York: Lea Brothers 
& Co., 1903. 


Since, of all branches of surgery, ortho- 
pedics is distinguished by the fact that its 
greatest activities and successes are con- 
cerned with the prevention rather than 
the cure of surgical affections, a book writ- 
ten, as is this one, for the general practi- 
tioner, and designed to call his attention 
to the importance of recognizing diseases 
or disability in their incipiency, is one 
which should be widely read. 

The first chapter is devoted to tuber- 
culous disease of the spine, and is espe- 
cially noteworthy from an excellent section 
on differential diagnosis. Under non- 


tuberculous affections of the spine are in- 
cluded syphilis, malignant disease, osteo- 
myelitis, actinomycosis, traumatic spondy- 
litis, rachitic spine, typhoid spine, gonor- 
rheal arthritic spine, spondylolisthesis, sci- 
atic scoliosis, and disease and injury at the 
sacroiliac articulation, headings which in 
themselves would suggest a confusing 
jumble of more or less unusual lesions, but 
which are so sensibly discussed as to prove 
interesting reading to the expert. 

In the section devoted to lateral curva- 
ture, the early diagnosis is perhaps not 
given the attention which it deserves, 
though the outline of the means of formu- 
lating the diagnoses of well developed 
cases is put with extreme clearness. There 
is given an excellent system of exercises 
for the cure of lateral curvature, together 
with a description of all other treatments 
customarily employed. Considerable im- 
portance is attached to postures with 
hyperextended spine. 

Tuberculous and non-tuberculous affec- 
tions of the joints are considered, with 
satisfactory reference in the latter case to 
the hip and knee. 

Under the heading of congenital and ac- 
quired affections leading to general distor- 
tions are included rachitis, chondrodystro- 
phia, infantile scrobutus, fragilitas ossium, 
osteomalacia, osteitis deformans, second- 
ary hypertrophic osteoarthropathy, and 
acromegalia. 

Congenital dislocation of the hip and 
coxa vara receive detailed consideration. 

There is a chapter devoted to diseases of 
the nervous system, including the deform- 
ities incident to acute anterior poliomye- 
litis, cerebral paralysis of childhood, spas- 
tic spinal paraplegia, progressive muscu- 
lar atrophy, pseudohypertrophic muscular 
paralysis, hereditary ataxia, neuritis, and 
hysterical joint affections and deformities. 

There is a most excellent and practical 
section devoted to disabilities and deformi- 
ties of the foot. 

This book is to be heartily commended 
as thoroughly practical. 


PracticaL GyNecoLocy. Text-book for Students 
and Physicians. By E. E. Montgomery, M.D., 
LL.D. Second Revised Edition. Illustrated. 

Philadelphia: P. Blakiston’s Son & Co., 


1903. 

Perhaps the features which most strike 
the reader of the second revised edition of 
Montgomery’s Gynecology are the excel- 
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lence, multiplicity, and practical utility of 
the illustrations, the systematic arrange- 
ment, the subheadings assisting in the 
quick finding of the subject upon which 
information is desired, and the general 
symmetry of the work, space and detailed 
description being given in proportion to 
the practical importance of each subject. 

Diagnosis and examination are covered 
' in about fifty pages, not in minute detail, it 
is true, but in that broad and comprehen- 
sive way which is most useful to the stu- 
dent and the general practitioner. 

Medical treatment and local thera- 
peutics, including electricity, are somewhat 
briefly disposed of. The treatment of 
shock by hypodermic administration of 
testicular fluid is somewhat new. It 
might have been well to mention that 
adrenalin chloride, to be of the slightest 
efficiency, should be administered intra- 
venously, well diluted, and in full doses. 

As a means of overcoming tympany, 
Montgomery states that the most effective 
agent is an enema consisting of an ounce 
of powdered alum dissolved in a quart of 
hot water. 

Ergot, hamamelis, hydrastis canadensis, 
and viburnum prunifolium are considered 
specifically uterine in their action. 

There is an excellent chapter on embry- 
ology and anatomy of the genito-urinary 
organs of woman, and a most satisfactory 
section on physiology. 

Under traumatisms are considered those 
injuries inflicted during childbirth. 

As could properly be expected, the 
greater part of the book is devoted to in- 
flammations, deviations, and congenital 
tumors. 

Because of its adaptation to the daily 
needs of the practitioner, this book fully 
deserves the favor which has been ac- 
corded it. 








Correspondence. 
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By Georce F. Stu, M.A., M.D., F.R.C.P. 





Among the events of the past month 
probably none has excited more interest 
and satisfaction in the minds of medical 
men, and indeed in the minds of all who 
are capable of intelligent sympathy with 
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efforts to study the functions of the body 
and so eventually to alleviate human suf- 
fering and disease, than the recent action 
for libel brought by Dr. Bayliss, assistant 
professor of physiology at University Col- 
lege, London, against the secretary of the 
“Antivivisection Society,” the Hon. Ste- 
phen Coleridge. The latter had alleged 
at a public meeting that Dr. Bayliss had 
been guilty of a criminal offense in oper- 
ating experimentally upon a dog without 
efficient anesthesia in a physiological dem- 
onstration. The result of the trial was to 
show that the charges were based upon 
second-hand evidence, which had been ac- 
cepted without even reasonable attempt 
at verification, and which was proved to 
be absolutely untrue. Of the many ex- 
posures of the contemptible methods 
adopted by antivivisection agitators, 
perhaps none has been more impressive 
than this. One can only wish that the 
damages awarded to Dr. Bayliss had been 
ten times as great as they were; but at 
any rate the fact that the jury assessed 
them at £2000 may serve to emphasize the 
fact that to men of honor and intelligence 
such methods are wholly repugnant. It is 
to be feared, however, that no amount of 
exposure, even of what the Lord Chief 
Justice termed in his summing-up of this 
case ‘“‘slanderous defamation,” will con- 
vince or convert the supporters of such 
fanaticism as this antivivisection craze 
evidently becomes in certain minds, 

The Harveian lectures were delivered 
this month by Dr. D. B. Lees on the treat- 
ment of some visceral inflammations, and 
were full of practical interest. Acute 
rheumatic carditis and pericarditis was the 
subject of the first lecture, in which stress 
was laid mainly on two points in treat- 
ment: (1) the value of very large doses of 
salicylate in rheumatic conditions, as op- 
posed to the moderate doses usually given ; 
and (2) the value of the ice bag for any 
form of cardiac inflammation in rheuma- 
tism. 

Salicylate is as truly antirheumatic as 
mercury is antisyphilitic, but to be effec- 
tual it must be given in adequate doses. 
In children rheumatism is more virulent in 
its intensity than in adults, therefore pro- 
portionately larger doses should be given 
to children than to older persons. The 
old tradition that salicylate acts as a car- 
diac depressant is probably due to the fact 

















that any patient with cardiac rheumatism 
is liable to rapid dilatation of the heart, 
and if at the same time he happens to be 
taking salicylate the drug is credited with 
what is really due to the disease. There is 
however one dangerous result of the drug 
which must be remembered, namely, the 
occurrence of “air-hunger,” like that in 
diabetic coma; this has even proved fatal 
where no alkali was given with the salicy- 
late. This untoward symptom may be 
prevented by administering sodium bicar- 
bonate with the salicylate, the dose of the 
former being double that of the latter. 
As much as 25 to 30 grains of sodium 
salicylate every two hours may be given 
to a child, but the initial dose should be 
about 10 grains every two hours. On this 
plan as much as fully 300 grammes of 
sodium salicylate with 600 grains of sod- 
ium bicarbonate may be given daily to a 
child. Both in endocarditis and in peri- 
carditis the continuous application of an 
ice-bag to the precordium not only relieves 
pain and is grateful to the patient, but 
actually diminishes the cardiac inflamma- 
tion. But if the ice-bag is used great care 
must be taken that the patient is kept 
warm with hot-water bottles, both before 
its application and whilst it is applied; 
and the patient’s temperature must be 
taken every two hours, so that if a con- 
siderable and rapid fall occurs, the ice-bag 
may be removed. 

In rheumatic pericarditis it is all-im- 
portant to watch carefully the area of car- 
diac dulness, and if percussion shows that 
dilatation has occurred leeches should be 
applied, or venesection performed, and 
immediately after this some strychnine 
should be given hypodermically and the 
ice-bag applied. It is not however only 
in heart disease that the ice-bag is valu- 
able; Dr. Lees in his second Harveian lec- 
ture declared that in pneumonia also there 
was not only clinical evidence that the 
application of one or more ice-bags over 
patches of consolidated lung produced a 
rapid diminution of physical signs, but 
that there was some experimental evidence 
that the lowering of temperature which 
presumably occurs locally when the ice- 
bag is used would inhibit the growth of 
the pneumococcus. But to use the ice- 
bag successfully the medical practitioner 
must percuss the whole chest carefully at 
least once a day, and must shift the posi- 


CORRESPONDENCE. 





69 


tion of the ice-bags according to the 
changes in position of the physical signs; 
moreover, he must have skilled and reli- 
able nurses for his patient. 

The value of bloodletting in pneumonia, 
whether by leeches or venesection, is too 
often forgotten. To relieve a distended 
right heart may be not merely to relieve 
the patient from distress and to procure 
much-needed sleep, but actually to save 
the patient’s life. In this connection Dr. 
Lees made a remark which may well be 
quoted here. “No reform,” he said, “in 
therapeutics is more urgent than a general 
adoption of the practice of moderate 
bloodletting in some diseases of the heart 
and of the lungs.” In his last lecture he 
alluded to the value of the ice-bag in cases 
of acute nephritis. Contrary to expecta- 
tion the continuous application of the ice- 
bag was found not to diminish but actually 
to increase the secretion of urine—indeed, 
it acted as a powerful diuretic. Moreover, 
its use was followed by a speedy diminu- 
tion in the amount of albumin in the 
urine. 

The brilliant results of surgery in the 
treatment of perforated gastric and duo- 
denal ulcers were well attested by a series 
of cases recently reported by Mr. T. C. 
English at the Medico-chirurgical Society. 
In forty-two cases of perforated gastric 
ulcer operation resulted in twenty-two re- 
coveries, whilst in eight cases of duodenal 
ulcer there were two recoveries. When 
such figures are contrasted with the hope- 
less prospect of such cases only a few 
years ago, it is evident that there can no 
longer be any doubt that in all cases where 
acute perforation seems to have occurred, 
the patient should be given the chance 
afforded by laparotomy. At the same 
time it is clear that great care must be 
taken in the diagnosis of such an occur- 
rence, for mistake is easy, and it is no 
small matter to subject any patient unnec- 
essarily to the distress and risks of such 
an operation. In seven cases in which 
there were symptoms and signs supposed 
to point to perforation of an ulcer, lapar- 
otomy showed that no perforation had oc- 
curred. The after-history of the success- 
ful cases is a matter of practical import- 
ance. Seventeen out of the twenty-four 
cases had been traced; in twelve there had 
been no return of gastric symptoms; in 
four there had been slight indigestion; 
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in one some trouble had been caused by 
peritoneal adhesions. Mr. Keetley also 
mentioned a series of cases under his own 
care: Nine had been treated by opera- 
tion; six of these recovered and .three 
died. In one of the fatal cases another 
perforation occurred after the operation. 

At the Obstetrical Society Dr. Maguire 
read an interesting paper on acute pem- 
phigus of epidemic character in the new- 
born. Out of twenty infants delivered 
within a short period in a certain charity, 
eighteen were affected with pemphigus, 
of whom eight died. The disease seemed 
to be contagious ; the symptoms were those 
of an acute toxemia. It was suggested 
that it was due to the staphylococcus pyo- 
genes aureus; certainly it was contagious, 
and had even spread from the infants to 
older children and adults. No treatment 
seemed to have any effect in arresting the 
disease. 

In .a paper on the treatment of acute 
cardiac failure, Sir Douglas Powell at 
the Medical Society of London laid stress 
on the danger of overfeeding in cases of 
mitral stenosis. In such cases a plethoric 
condition resulting from too liberal a diet 
increases the pressure in the right heart, 
and might cause acute and fatal failure 
of the right heart—a disaster which 
should be avoided by limiting the diet and 
giving occasional laxatives to unload the 
portal circulation. The best treatment 
when the cardiac failure occurs is immedi- 
ate venesection, and the use of strychnine 
and oxygen. Sir William Broadbent 
pointed out that sudden death in cases of 
mitral stenosis might be due to a more 
direct mechanical effect of a distended 
stomach pressing upon the right heart. 
Sir Lauder Brunton also considered that 
the mechanical effect is more often respon- 
sible for the fatal result than is the mere 
increased flow of blood during digestion; 
the distention of the stomach might be 
equally disastrous, whether it were due to 
food or to flatulence. Several speakers 
emphasized the importance of avoiding 
such mechanical interference “with the 
heart’s action in cases of pneumonia where 
cardiac failure is so liable to occur. 

At the beginning of November the 
King again showed his interest in the 
battle against tuberculosis by journeying 
to Midhurst in Sussex, or rather to a re- 
mote spot four miles from Midhurst, 








where in the presence of a large gathering 
he laid the foundation-stone of the King 
Edward VII. Sanatorium. The building 
will probably be one of the finest that has 
yet been built for the purpose, and the site 
has been carefully chosen. There will be 
accommodations for a hundred patients. 
The Sanatorium is intended primarily for 
the necessitous poor, but a dozen beds are 
provided at the special desire of the King 
for those who are able to pay. It is to be 
hoped that such institutions may be mul- 
tiplied, for it is certain that if the accom- 
modations were double or treble that pro- 
vided here, there would not be the least 
difficulty in keeping every bed occupied. 
One can only wish that some such pro- 
vision might be made for the enormous 
number of children suffering with various 
forms of tuberculosis in our crowded 
cities. It is obvious that to deal merely 
with pulmonary tuberculosis in adults, the 
ordinary cases of “phthisis” which seek 
treatment in sanatoria, is to touch only 
the fringe of this gigantic evil, whilst 
children die of all forms of tuberculosis 
by hundreds every year in London alone; 
and much of this mortality might be pre- 
vented even by a few months in country 
air. 
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By R. H. Turner, M.D. (Paris). 





Dr. Marmorek’s new antituberculous 
serum has been the subject of a good deal 
of discussion since he read his communi- 
cation to the Académie de Médecine on 
the 17th of November. He was to have 
read it a week before, but there was so 
much to be heard before his turn came 
that this event was deferred. The Pas- 
teur Institute, including of course Dr. 
Roux, was not in favor of his publishing 
the result of his experiments so soon, as 
it was felt that there had not been suffi- 
cient control of the results he announced. 
Dr. Roux even wrote a letter to one of 
the daily papers, in which he gave the 
reasons why it had been thought best that 
Marmorek should resign his post as chief 
of laboratory at the Pasteur Institute. 
On the day when he read his report to the 
Académie de Médecine, there was a much 
larger crowd than usual, several photog- 
raphers being seen here and there with 














their apparatus ready. Dr. Marmorek 
read his communication in a rather low 
voice, without much expression, and the 
impression produced did not seem to be 
very encouraging, according to the re- 
ports furnished by the Temps, which fur- 
nishes a much more complete record of 
what took place than the medical papers. 
Dr. Marmorek described the method he 
used to obtain the serum. He chose the 
primary bacilli, as he calls them, and cul- 
tivated them in a mixture of veal serum 
-and bouillon. Dr. Marmorek thus 
sought to obtain a medium similar to that 
furnished by the human body. He cul- 
tivated these microbes in series, and fin- 
ally obtained a culture which did not con- 
tain any tuberculin, but a toxin, which 
was poisonous for small animals, and 
which was injected into the horse. The 
serum obtained thereby was used in injec- 
tions of 10 to 15 cubic centimeters. This 
serum did not seem to produce any ill 
effects upon animals, and by injecting 
it into guinea-pigs which were inoculated 
with Koch’s microbes, it was found that 
the progress of the disease was checked, 
while other guinea-pigs, which served as 
controls, died from the infection. Dr. 
Marmorek then proceeded to try his 
serum on a certain number of patients 
of the Paris hospitals. In meningitis of 
tuberculous origin the result was abso- 
lutely negative. In tuberculosis of the 
lungs the results were inconstant; there 
did not seem to be any deleterious effect, 
and the temperature was not raised by the 
injection. On the other hand, in six 
cases of pleurisy out of seven, the effu- 
sion diminished after the injection, and 
there seemed to be some improvement. 
In bony tuberculosis the results seemed 
to be much more favorable. Several 
cases of Pott’s disease were cured, even 
when complicated by fistulz, abscesses, 
intestinal perforation, or paresis of the 
lower limbs. Nodules of the skin also im- 
proved noticeably under this treatment. 
An abscess was caused by the injections 
in only three cases out of two thousand. 
Dr. Marmorek thought his serum dimin- 
ished the hectic form of fever. He did 


not believe a definite judgment could as 
yet be pronounced on the value of this 
serum. However, experiments are being 
carried out in various parts of the world 
to recognize its true worth. 

Marmorek’s communication was 
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not immediately discussed, as he is not 
a member of the Académie de Médecine, 
but on the Ist of December Professor 
Dieulafoy read a report on the results 
obtained in his service at the Hotel Dieu 
with Marmorek’s serum. He spoke as 
follows: “During the months of August, 
September, and October, 1902, seven 
tuberculous patients in my service were 
treated with Marmorek’s serum. Four 
of them were suffering from different de- 
grees of pulmonary tuberculosis; two had 
laryngeal and pulmonary tuberculosis; 
one had pleural tuberculosis with effusion. 
Dr. Marmorek made the injections him- 
self, and determined the doses as well as 
their frequency. Each time the amount 
of serum injected was from five to ten 
cubic centimeters, and the injections 
were made every day, or every other day, 
or at more infrequent intervals. The pa- 
tients were examined and auscultated fre- 
quently, the observations being kept daily. 
The results are as follows: (1) The 
serum did not seem to have a favorable 
effect upon the fever, and what is more, 
one of the patients, who was suffering 
from an apyretic form, had high fever 
after the first injections. (2) The injec- 
tions did not seem to have a favorable 
effect on the expectoration, and in some 
cases the amount expectorated doubled 
and trebled after the injections. (3) The 
serum did not seem to have a favorable 
influence on the lesions, adjacent ones 
appearing in some cases during the treat- 
ment. (4) The serum did not have a 
favorable effect on the nutrition, emacia- 
tion being quite rapid in some cases not- 
withstanding the treatment. On account 
of these results, we were obliged to ask 
Dr. Marmorek to stop making his injec- 
tions. Of the seven patients who were 
treated, two are still living. One was 
affected with a fibrous form of tubercu- 
losis; the other was suffering from pleur- 
isy demonstrated as being of tuberculous 
origin by means of cytodiagnosis and in- 
oculation to animals. The five others are 
dead. On the 17th of November, 1902, 
experiments on animals were carried out 
by Marmorek and Griffon, chief of labor- 
atory of Professor Dieulafoy. Two series 
of guinea-pigs were inoculated with tuber- 
culosis, and one series was treated by 
injections of antituberculous serum. The 
latter died sooner than the first series, 
which had not been injected.” 
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At the same meeting of the Académie 
de Médecine Dr. Monod, surgeon of the 
St. Antoine Hospital, said that this serum 
was tried on some of his patients, who 
were however treated by Hygiene and 
surgical operations. All showed improve- 
ment, and some were cured. There were 
no local nor general accidents. Dr. Le 
Dentu, surgeon of the Necker Hospital, 
has also tried these injections on a pa- 
tient affected with tuberculosis of the 
upper part of the tibia. Twelve to fifteen 
injections were made without result and 
Dr. Marmorek gave up the treatment on 
account of a sequestrum. The latter was 
removed, and as a result the patient had 
first tuberculous arthritis, and then was 
carried off by pulmonary tuberculosis. 
Dr. Hallopeau has treated seven patients 
affected with cutaneous tuberculosis by 
means of Marmorek’s serum. After a 
month’s treatment he was obliged to give 
it up, as the results were not only nega- 
tive, but harmful. Local as well as dis- 
tant accidents took place. Old foci of 
tuberculosis were brought to life by its 
use. At the seat of injection nodules 
formed, which suppurated in some cases 
In a word, the curative 


for a long time. 
effect was nil, but the harm done was 
quite apparent. 

At a meeting of the French Society of 
Dermatology, held last month, Drs. Brocq 
and Bisserié presented five patients who 
were being treated for superficial cancer 


by means of radiotherapy. Dr. Brocq 
remarked that cancer of the lower lip is 
not favorably influenced by this treat- 
ment, as it seems to spread more after its 
use. Certain forms of epithelioma, such 
as those seen on the forehead, nose, 
cheeks, can however be very much ameli- 
orated by radiotherapy. The technique 
employed at the Broca Hospital is as fol- 
lows: The current is furnished by a 
bobbin producing a 25-centimeter spark 
with 1600 interruptions per minute. The 
ampulla is of the soft variety, and its 
anticathode’ placed 15 centimeters from 
the region which is affected. The in- 
tensity of the current is 16 volts under 
a resistance of 5 amperes, and the pene- 
tration of the rays corresponds to the 
fourth or fifth degree of Benoist’s radio- 
chromometer. Sittings of twenty-five 
minutes consume 4 H. measured by 
Holzknecht’s instrument. Two or three 
applications are made in the course of two 


or three days; then the patient is made 
to rest two weeks before beginning the 
treatment again, so as to gauge the in- 
dividual reaction. 

At a recent meeting of the Medical 
Society of the Hospitals, Dr. Widal made 
an interesting statement as to the results 
of cytodiagnosis in tuberculous pleuritis. 
Dr. Leopold-Lévi had described a case of 
typhoid fever with pleurisy in which the 
examination of the effusion showed ag- 
glutination and a number of large mono- 
nuclear cells with large nuclei, showing all 
the forms of transition between the endo- 
thelial cells and the mononuclear type. 
Such a result demonstrated the non-exist- 
ence of tuberculosis. According to Dr. 
Widal, two periods can be distinguished 
in the evolution of tuberculous pleuritis. 
In a first period before the formation of a 
neomembrane, a certain number of poly- 
nuclear cells are to be found as well as 
endothelial cells and lymphocytes; in a 
second period only lymphocytes are to be 
found. Thoracentesis is usually done 
during this period; and morever, such an 
examination allows one to determine the 
right moment for performing this opera- 
tion, as it is only then that the effusion is 
encysted and is less likely to recur. 

Medical science in France has _ lost 
three of its representatives during the last 
month—Brun, Duflocq, and Proust. 
Brun was a well known pediatric sur- 
geon, who at one time had taken up the 
study of the eye. He was only forty-nine 
years old when he died, after having 
shown signs of illness during the last year. 
He wrote with Dr. Morax a work on 
“Ocular Therapeutics,” published essays 
on. the treatment of appendicitis, and stud- 
ied thoroughly the question of congenital 
dislocation of the hip. He was surgeon 
of the Enfants Malades Hospital at the 
time of his death. 

Duflocq, physician of the Paris hospit- 
als, was treasurer of the International 
Medical Congress of 1900. He was phy- 
sician of the Charité for about a year, but 
he fell ill shortly after his change of ser- 
vice and died after a long illness. 

Professor Proust, the celebrated hy- 
gienist, was stricken with apoplexy after 
presiding at the thesis of one of his pupils, 
and died very soon after. He was spe- 
cially known for his works on hygiene and 
the part he took in international hygienic 
congresses. 
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